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INTRODUCTION 

Research  into  Action:  Applications  for  Therapeutic  Recreation  Programming  is 
published  in  an  effort  to  help  the  professional  apply  current,  relevant  research 
to  the  provision  of  therapeutic  recreation  services.  As  the  field  of  therapeutic 
recreation  continues  to  address  new  challenges,  there  is  a  crucial  need  to  bring 
research  and  practice  closer  together  in  order  to  meet  these  changing  needs  and 
to  foster  the  growth  of  this  profession.  Volume  Seven  is  produced  with  this  goal 
in  mind. 

Throughout  this  volume,  the  reader  will  find  that  each  research  piece  is  reviewed 
with  an  emphasis  on  applicability  to  therapeutic  recreation  programming,  rather 
than  on  detailing  specific  research  design  or  methodology.  Again,  this  focus  is 
consistent  with  the  goal  of  providing  information  that  may  be  useful  in  service 
provision.  We  wish  to  thank  the  contributors  for  their  superior  efforts  toward 
achieving  this  end.  A  panel  of  guest  reviewers  took  part  in  the  blind  manuscript 
review  process.  The  members  of  this  panel  included  a  diverse  group  of 
therapeutic  recreation  educators  and  practitioners  reflecting  a  broad  spectrum  of 
interests,  areas  of  expertise,  and  geographic  representation.  We  are  grateful  to 
the  reviewers  for  assistance  and  support. 

Volume  Seven  includes  articles  from  a  great  variety  of  research  areas 
representing  a  broad  sampling  of  fields  and  publications.  There  is  also  a  great 
diversity  of  authors  included  in  this  volume.  Reviewed  research  is  included 
from  practitioners,  educators,  and  students.  We  feel  that  the  reader  will  find  a 
unique  insight  into  therapeutic  recreation  programming  in  each  review. 

We  recognize  that  the  Research  into  Action  series  is  but  one  step  in  bridging 
the  "research-practice"  gap.  We  challenge  the  reader  to  seriously  read  the 
reviewed  research  within  this  volume  and  to  consider  its  impact  on  therapeutic 
recreation  services.  We  hope  to  have  provided  you  with  information  that  will 
allow  you  to  consider  issues  that  may  have  an  effect  on  service  delivery.  We 
challenge  you  to  improve  your  programs  and  your  profession  through  infusion 
of  new  and  innovative  ideas.  We  welcome  your  comments  and  suggestions  for 
future  issues.  All  correspondence  should  be  addressed  to  the  editors  via  the 
University  of  Illinois. 

Candace  Ashton-Shaeffer 

Colleen  Deyell  Hood 

Kathleen  C.  Scheltens 

Francis  A.  McGuire 


IMPORTANT  COMMUNITY  LIVING  SKILLS: 

PERCEPTIONS  OF 

ADULTS  WITH  MENTAL  RETARDATION 


Patricia  Barrett  Malik 

Illinois  State  University 


Review  and  Application  of: 

Lovett,  D.  L.,  &  Harris,  M.  B.  (1987).  Important  skills  for 
adults  with  mental  retardation:  The  client's  point  of  view. 
American  Association  on  Mental  Retardation,  25,  (6), 
351-356. 


Since  the  beginning  of  the  deinstitutionalization  movement,  ongoing  research  has 
been  conducted  regarding  community  adjustment  and  skills  needed  by  those  with 
mental  retardation  for  successful  community  living.  Most  of  this  research  has 
focused  on  the  opinions  of  "professionals,"  with  little  effort  given  toward  the 
perceptions  of  individuals  who  are  mentally  retarded  (e.g.,  Hull  &  Thompson, 
1980;  Seltzer,  Seltzer  &  Sherwood,  1982;  Schalock  &  Lilley,  1986;  Wilier  & 
Intagliata,  1984).  In  addition  to  this  limited  viewpoint,  researchers,  both 
outside  and  within  the  field  of  therapeutic  recreation,  rarely  examine  the  role  of 
leisure  as  a  necessary  component  of  community  living.  However,  the 
importance  of  leisure  in  the  lives  of  individuals  with  mental  retardation  who  live 
in  community  residences  is  beginning  to  be  recognized. 

Literature  in  therapeutic  recreation  tends  to  focus  either  on  the  reasons  for  use 
and  nonuse  of  community  recreation  programs  or  on  necessary  skills  for 
integration  into  community  recreation  programs  (e.g.,  Matthews,  1980; 
Schleien&  Werder,  1985);  perceptions  of  participants  are  seldom  elicited.  The 
majority  of  the  research  conducted  and  recreation  programs  offered  are  based  on 
information  gathered  from  sources  such  as  caregivers,  teachers,  and 
caseworkers.  The  opinions  of  consumers  with  mental  retardation  are  seldom 
solicited  in  research  or  program  development.  Overlooking  this  potential  source 
of  information  may  mean  the  needs  and  wants  of  those  with  mental  retardation 
are  not  potentially  being  served,  from  both  a  research  and  practice  orientation. 
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Within  the  field  of  mental  retardation,  the  use  of  interviews  has  begun  to  grow 
as  a  viable  method  of  data  collection  (Bostwick  &  Foss,  1981;  Wyngaarden, 
1981).  The  research  by  Lovett  and  Harris  (1987)  has  implications  for  the  field 
of  therapeutic  recreation  because  of  its  use  of  interviews  and  the  inclusion  of 
questions  concerning  leisure  skills. 


Description  of  the  Study 

The  purposes  of  the  study  by  Lovett  and  Harris  (1987)  were  to:  (a)  determine 
which  community  living  skills  adults  with  mental  retardation  thought  were 
necessary  for  successful  community  living,  and  (b)  compare  responses  of 
interviewees  to  previous  evaluations  made  by  service  providers  and  caregivers 
regarding  their  perceptions  of  the  skills  necessary  for  successful  community 
living. 

Informants 

Informants  were  selected  by  staff  from  an  Association  for  Retarded  Citizens 
(ARC)  located  in  a  large  southwestern  city.  In  order  to  participate  in  the  study, 
informants  had  to  meet  the  following  minimum  criteria:  (a)  have  the  ability  to 
answer  questions  verbally;  (b)  possess  socially  appropriate  behavior;  and  (c) 
have  few  behavior  problems.  The  researcher  sand  staff  from  the  ARC  felt  that 
the  48  informants  (26  females,  22  males)  chosen  for  this  study  were 
representative  of  the  group-home  population  in  this  particular  geographic  area. 
The  mean  age  was  30  years  old.  IQ  scores  ranged  from  43  to  71,  with  a  mean 
of  57.8.  Thirty-six  of  the  informants  were  employed  full-time,  the  majority  in 
a  sheltered  workshop. 

Instrument 

The  interview  schedule  consisted  of  three  sections.  The  first  section  was  an 
introduction  designed  to  explain  the  procedures  to  the  informants.  Demographic 
questions  were  then  asked  in  order  to  help  develop  rapport  between  the 
interviewer  and  the  respondent.  This  also  proved  helpful  by  giving  the 
interviewees  practice  at  answering  the  questions.  The  third  section  of  the 
interview  contained  28  structured  questions  dealing  with  the  respondents'  views 
of  the  important  skills  necessary  for  successful  community  living.  The 
interview  ended  with  an  open-ended  question  about  other  skills  that  may  be 
important,  but  were  not  mentioned  in  the  interview. 
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The  skills  included  in  the  interview  were  adapted  from  a  variety  of  sources 
(e.g.,  Mithaug  &  Hagmeier,  1978;  Nihira,  Foster,  Shellhaas,  &  Leland,  1974; 
Rusch,  Schutz,  &  Agran,  1982)  and  the  authors'  personal  experiences. 
Community  living  skills  were  grouped  into  the  following  five  major  categories: 
vocational  skills,  social  skills,  personal  skills,  academic  skills,  and  leisure  skills. 
(See  Table  1  for  skills  listed  in  each  category.)  The  importance  of  each  skill 
was  assessed  on  a  3-point  rating  scale  where  being  very  important  scored  as  a 
1,  not  making  much  difference  scored  as  a  2,  or  not  being  important  scored  as 
a  3. 

Procedure 

All  interviews  were  conducted  by  the  first  author;  the  interviewer  had  no 
previous  contact  with  the  respondents.  Interviews  took  place  at  the  informant's 
home  in  a  quiet  room  of  the  house.  Oral  informed  consent  was  obtained  prior 
to  the  interview  in  the  presence  of  a  staff  member.  Except  for  two  cases,  the 
interviews  were  conducted  without  staff  present  to  minimize  their  influence  on 
the  respondents.    The  entire  interview  lasted  no  longer  than  30  minutes. 


Results 

The  mean  ratings  for  the  five  skill  categories  were  compared  using  dependent 
samples  t-tests,  with  the  Bonferroni  procedure  to  adjust  the  critical  values  so 
that  the  overall  probability  of  finding  a  significant  result  was  .05.  The 
vocational  skills  category  was  considered  the  most  important,  and  was 
significantly  more  important  than  leisure  skills,  academic  skills,  or  personal 
skills.  The  social  skills  category  was  the  second  most  important  and  was  rated 
significantly  more  important  than  leisure  skills  and  academic  skills.  The  leisure 
and  academic  categories  had  the  lowest  ratings  and  were  not  significantly 
different  from  each  other.  In  addition  to  comparisons  among  skill  categories, 
the  authors  examined  potential  gender  and  age  differences. 

The  only  skills  that  were  perceived  as  being  more  important  to  men  than  women 
were  those  categorized  as  leisure  skills.  The  ability  to  play  outdoors  alone  and 
the  ability  to  play  indoors  with  others  were  significantly  more  important  to  men 
than  women.  To  evaluate  potential  age  differences,  subjects  were  regrouped  at 
the  median  age  into  those  30  years  old  and  younger  (n  =  26)  and  those  over  30 
years  old  (n  =  21).  The  significant  differences  resulting  from  age  revolved 
around  personal  and  academic  skills.  Those  over  30  years  old  felt  that  the 
ability  to  tell  someone  their  address  and  how  to  add  and  subtract  were  more 
important  than  those  who  were  younger. 


Malik:    Community  Living  Skills 
TABLE  1 
Community  Living  Skills 


Vocational  Skills 

Follow  rules  at  work. 
Be  careful  at  work. 
Keep  work  area  neat. 
Stop  work  on  time. 

Social  Skills 

Answer  telephone. 
Good  table  manners. 
Speak  clearly. 
Go  on  a  date. 

Personal  Skills 

Clean  kitchen. 
Use  a  deodorant. 
Read  and  follow  signs. 
Take  care  of  belongings. 
Keep  teeth  clean. 
Dress  appropriately. 
Order  fast  food. 
Give  address. 
Care  for  pets. 
Take  care  of  children. 

Academic  Skills 

Count  to  10. 
Able  to  read. 
Able  to  add  and  subtract. 

Leisure  Skills 

Play  outdoors  alone. 
Use  a  calculator. 
Play  indoor  group  games. 
Play  indoors  alone. 
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Analysis  was  also  done  comparing  respondents'  perceptions  with  the  responses 
to  a  survey  questionnaire  completed  by  service  providers  and  caregivers  who 
had  worked  with  adults  with  mental  retardation.  This  questionnaire  contained 
69  skills  rated  on  a  5-point  scale.  A  direct  comparison  could  not  be  made 
because  neither  the  rating  system  nor  question  format  was  the  same;  however, 
some  agreement  of  important  skill  categories  between  the  two  groups  emerged. 
Adults  with  mental  retardation  and  both  the  professionals  and  caregivers  rated 
the  top  three  categories  necessary  for  successful  community  living  as  vocational 
skills,  social  skills,  and  personal  skills. 

Finally,  the  last  question  on  the  interview  was  open-ended  and  asked  if  there 
were  any  additional  skills  not  previously  mentioned  that  the  respondent  felt 
were  necessary  for  successful  community  living.  Some  of  the  skills  mentioned 
included,  "learn  how  to  make  friends,"  "learn  how  to  socialize,"  "go  dancing 
and  to  bars,"  "go  to  movie  independently,"  and  "exercise."  These  are  directly 
related  to  some  of  the  program  areas  in  which  therapeutic  recreation 
professionals  provide  services. 


Implications  and  Applications  for  Therapeutic  Recreation 

From  the  ratings  of  the  community  living  skills  it  may  seem  as  if  adults  with 
mental  retardation  do  not  value  leisure  skills  or  find  them  necessary  for 
successful  community  living.  However,  a  closer  look  at  the  skills  listed  under 
the  leisure  category  may  at  best  be  said  to  be  too  narrow  and  at  worst  be 
considered  inappropriate  both  for  adults  living  in  group  homes  and  for  the 
category  of  leisure.  For  example,  it  would  seem  that  using  a  calculator  may  be 
better  included  under  the  academic  category.  In  addition,  adults  with  mental 
retardation  spend  the  majority  of  their  time  in  work  or  home  environments 
where  staff  tend  to  focus  on  teaching  necessary  skills  for  jobs  in  and  outside  of 
the  house,  as  well  as  persona!  care.  Little  emphasis  is  placed  on  the  importance 
of  leisure  and  learning  leisure  skills;  therefore,  the  perceptions  of  the 
interviewees  are  not  surprising.  However,  a  closer  look  at  the  skills  deemed 
more  important  than  leisure  related  ones  are  relevant  areas  that  can  be  addressed 
in  therapeutic  recreation  programs  (e.g.,  "go  on  a  date"  and  "care  for  pets"). 

An  extremely  important  finding  of  this  study,  with  direct  implications  for 
therapeutic  recreation,  is  the  importance  respondents  placed  on  social  skills.  All 
the  social  skills  listed  in  the  interview  have  relative  importance  to  successful 
leisure  experiences.  Social  skills  programs  are  an  important  aspect  of 
therapeutic  recreation,  both  within  specialized  social  skills  training  programs  and 
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within  existing  leisure  skill  development  programs.  This  may  not  seem  very 
enlightening  for  therapeutic  recreation  specialists  who  actively  facilitate  social 
skills  development  in  their  programs;  however,  the  importance  placed  on  social 
skills  by  the  adults  in  this  study  cannot  be  understated.  Their  opinions  give 
validity  to  the  importance  of  therapeutic  recreation  programs  in  facilitating 
successful  community  living.  It  is  also  important  to  reiterate  that  the  majority 
of  the  skills  mentioned  by  respondents  in  the  open-ended  question  were  also 
related  either  to  social  or  leisure  skills.  Finally,  this  study  is  an  example  of 
how  individuals  with  mental  retardation  have  the  ability  to  share  their  opinions 
about  what  they  need  in  order  to  be  successful  living  in  the  community.  And 
they  concurred  with  service  providers  about  the  ratings  of  skills  needed  for 
successful  community  living.  Each  of  these  topics  will  be  discussed  in  more 
detail. 

Each  nonleisure  category  used  in  this  study  has  skills  that  can  be  addressed 
through  therapeutic  recreation  programs.  The  carryover  value  and 
generalizability  of  these  skills  from  work,  home,  and  leisure  settings  cannot  be 
overemphasized.  An  example  of  one  of  these  skills  is  the  ability  to  follow  rules 
at  work;  this  was  considered  an  important  skill  for  successful  community  living. 
This  is  a  skill  that  can  be  developed  and  enhanced  outside  the  work  setting 
through  therapeutic  recreation  programs.  The  ability  to  follow  rules  is  an 
important  skill  for  many  leisure  pursuits  such  as  board  games,  cards,  cooking, 
being  coached  in  a  sport,  etc.  Other  skills  that  were  considered  important  and 
could  be  addressed  through  therapeutic  recreation  programs  include  ordering 
fast  food,  caring  for  pets,  and  dressing  appropriately.  These  skills  could  be 
addressed  as  specific  programs  or  as  components  of  recreation  or  leisure 
education  programs.  For  example,  a  program  on  pet  care  would  be  appropriate 
for  a  community  recreation  agency  to  offer  to  individuals  with  mental 
retardation. 

It  would  also  be  important  to  include  dressing  appropriately  as  a  component  for 
specific  recreation  programs  offered,  for  example,  learning  to  dress 
appropriately  when  going  to  a  restaurant,  versus  what  you  wear  when  you  go  to 
the  public  pool.  Even  though  these  skills  came  under  a  category  other  than 
leisure  for  this  study,  they  were  important  to  the  interviewees  and  should  be 
considered  when  planning  and  programming  for  those  with  mental  retardation. 
For  therapeutic  recreation  specialists  who  provide  services  for  adults  with  mental 
retardation,  this  means  effectively  communicating  with  all  professionals  who 
work  with  these  adults.  By  communicating  the  present  and  future  goals  of  the 
adults  they  work  with,  therapeutic  recreation  specialists  can  reinforce  the  skills 
being  developed  in  other  community  living  areas,  such  as  vocation  and  personal 
care,  thereby  enhancing  successful  skill  acquisition  and  generalizability  to  other 
settings. 
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The  need  for  increased  exposure  and  training  in  social  skills  is  an  area  that 
therapeutic  recreation  specialists  should  be  directly  addressing  when  working 
with  individuals  with  mental  retardation.  This  can  be  an  especially  rich  area  for 
those  who  provide  special  recreation  programs  in  the  community  and  can  be 
addressed  either  directly  or  indirectly  in  programs.  A  direct  approach  to 
teaching  social  skills  would  be  through  the  development  of  specialized  programs 
that  specifically  address  general  social  skills  for  community  leisure.  These  could 
include  such  skills  as  asking  someone  for  a  date,  using  the  telephone  properly, 
ana  ordering  food  from  a  menu  in  a  restaurant.  Indirectly,  social  skills  can  be 
addressed  in  every  leisure  skill  class  or  special  event  offered  to  this  group  of 
individuals.  For  example,  when  planning  a  trip  to  a  movie  with  a  small  group, 
time  should  taken  to  discuss  appropriate  behavior  including  such  skills  as  getting 
tickets,  ordering  popcorn,  and  not  talking  loudly  once  the  movie  has  begun.  It 
is  important  in  every  leisure  skill  class/program  taught  that  social  behavior  be 
an  integral  part  of  the  program.  This  study  suggests  that  individuals  who  are 
mentally  retarded  want  to  develop  these  social  skills.  If  so,  they  should  be 
assisted  in  a  pro-active  manner. 

It  is  also  important  to  structure  environments  and  programs  where  friendships 
may  be  made  and  nurtured.  It  may  be  that  the  cooking  program's  real  value  is 
not  in  the  cooking  experience,  but  in  the  weekly  contacts  participants  have  with 
each  other.  The  Friday  evening  adult  social  club  has  become  a  mainstay  in 
many  community  recreation  programs.  This  program,  if  provided  in  a 
supportive  environment,  would  serve  the  need  these  individuals  have  for  making 
and  maintaining  friendships.  This  may  be  especially  important  for  adults  who 
move  from  one  type  of  residential  alternative  to  another,  for  example,  from  a 
group  home  to  a  semisupportive  apartment.  Moves  from  one  residence  to 
another  may  disrupt  important  relationships  that  an  adult  had  in  a  previous 
residence;  however,  continued  involvement  in  a  recreation  setting  or  program 
may  assist  in  making  the  move  more  successful,  by  helping  to  maintain 
friendships  that  are  no  longer  supported  by  the  new  living  arrangement. 

Even  though  very  few  specific  leisure  skills  were  mentioned  in  this  study,  it 
continues  to  be  important  for  individuals  living  in  community  residences  to 
develop  a  variety  of  leisure  skills;  this  would  include  both  in-home  and 
community-  based  leisure  skills.  These  are  important  programmatic  areas  to 
develop;  however,  the  key  component  is  what  the  participants  in  programs  say 
they  want  to  learn  related  to  leisure.  Generalizations  cannot  be  made  concerning 
which  recreation  programs  adults  with  mental  retardation  want  to  actively 
participate  in.  There  may  be  differences  in  opinions  based  on  age  or  gender, 
which  need  to  be  considered.    For  example,  the  men  in  this  study  ranked  the 
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ability  to  participate  in  games  indoors  and  to  recreate  outside  as  more  important 
to  successful  community  living  than  the  women  did.  There  may  be  other  leisure 
skills  not  addressed  by  this  study  that  women  feel  would  be  more  important  for 
successful  community  living  than  men  do.  In  any  case,  the  main  point  is  that 
individual  differences  need  to  be  considered  when  developing  programs  for  this 
group  of  consumers,  and  one  manner  of  discovering  these  differences  is  by 
asking  the  consumers  themselves. 

A  final  component  of  this  study,  which  has  implications  for  those  in  therapeutic 
recreation,  is  the  research  method  used.  The  majority  of  individuals  who  are 
mentally  retarded  fall  into  the  categories  of  mild  and  moderate  mental 
retardation.  Communication  is  possible  for  these  individuals  and  should  be  fully 
used  to  solicit  their  preferences  and  opinions.  Professionals  in  therapeutic 
recreation  have  been  providing  services  for  individuals  with  mental  retardation 
for  many  years.  The  focus  has  changed  from  large  institutions  and  closed 
programs  to  community  residential  alternatives  and  community  recreation 
programs.  The  process  of  program  planning  has  gone  from  only  professionals 
making  decisions  to  more  joint  decisions  directly  involving  those  consumers. 
The  perceptions  of  important  skills  needed  for  successful  community  living  were 
found  to  be  similar  in  this  study  for  providers,  caregivers,  and  interviewees. 
The  fact  that  their  perceptions  are  similar  does  not  mean  that  professionals 
should  make  decisions  independent  from  consumers.  But,  it  does  give  more 
credibility  to  the  perceptions  of  those  with  mental  retardation  regarding  what 
they  feel  is  important  and  necessary.  Soliciting  information  from  consumers 
could  possibly  mean  a  higher  level  of  involvement  and  satisfaction  with 
therapeutic  recreation  programs  offered. 


Summary 

The  main  focus  of  this  study  was  to  determine  which  community  living  skills 
individuals  with  mental  retardation  thought  were  important  for  successful 
community  living.  This  study  contains  two  important  components  that  have 
implications  for  therapeutic  recreation  specialists  who  provide  services  to  these 
consumers.  First,  this  study  found  that  the  individuals  with  mental  retardation 
interviewed  thought  vocational  skills,  social  skills,  and  personal  skills  were 
more  important  for  successful  community  living  than  academic  or  leisure  skills. 
Does  this  mean  that  leisure  skills  are  not  necessary  or  thought  to  be  important 
by  these  individuals?  Not  necessarily.  A  closer  look  at  the  skills  used  in  this 
study  reveal  that  many  of  them  are  already  being  addressed  or  could  be 
addressed  through  therapeutic  recreation  services.    This  is  especially  true  of 
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social  skills,  which  are  very  important  and  relevant  to  address  for  an 
independent  leisure  lifestyle.  Other  important  skills  that  can  be  addressed 
through  therapeutic  recreation  programs  are  those  listed  under  other  categories, 
e.g.,  ability  to  follow  rules,  dressing  appropriately,  etc.  Second,  this  study 
used  the  interview  as  a  technique  for  gathering  information;  this  may  be  a 
method  of  collecting  data  that  therapeutic  recreation  specialists  should  consider 
using  more  actively  in  assessments  and  evaluations.  The  majority  of  individuals 
with  mild  and  moderate  mental  retardation  have  not  only  the  communication 
skills,  but  also  the  cognitive  ability  to  state  their  opinions  and  preferences.  If 
therapeutic  recreation  specialists  are  to  provide  services  and  programs  that  will 
actively  facilitate  successful  community  living  for  those  with  mental  retardation, 
it  will  be  important  to  ask  what  skills  they  deem  necessary  and  important. 


References 

Bostwick,  D.H.,  &  Foss,  G.  (1981).  Obtaining  consumer  input:  Two  strategies 
for  identifying  and  ranking  the  problems  of  mentally  retarded  young 
adults.  Education  and  Training  of  the  Mentally  Retarded,  16,  207-212. 

Hull,  J.  T.,  &  Thompson,  J.  C.  (1980).  Predicting  adaptive  functioning  of 
mentally  retarded  persons  in  community  settings.  American  Journal 
of  Mental  Deficiency,  85.  253-261. 

Matthews,  P.  R.  (1980).  Why  the  mentally  retarded  do  not  participate  in 
certain  types  of  recreation  activities.  Therapeutic  Recreation  Journal, 
14,  44-50. 

Mithaug,  D.  E.,  &  Hagmeier,  L.  D.  (1978).  The  development  of  procedures 
to  assess  prevocational  competencies  of  severely  handicapped  young 
adults.    AAESPH  Review,  3.  94-115. 

Nihira,  K.,  Foster,  R.,  Shellhaas,  M.,  &  Leland,  H.  (1974).  AAMD  Adaptive 
Behavior  Scale.  Washington,  DC:  American  Association  on  Mental 
Deficiency. 


10 


Malik:    Community  Living  Skills 

Rusch,  F.  R.,  Schutz,  R.  P.,  &  Agran,  M.  (1982).  Validating  entry-level 
survival  skills  for  service  occupations:  Implications  for  curriculum 
development.  Journal  of  the  Association  for  the  Severely  Handicapped, 
7(3),  32-41. 

Schalock,  R.  L.,  &  Lilley,  M.  A.  (1986).  Placement  from  community-based 
mental  retardation  programs:  How  well  do  clients  do?  American 
Journal  of  Mental  Deficiency,  91.  9-13. 

Schleien,  S.  J.,  &  Werder,  J.  K.  (1985).  Perceived  responsibilities  of  special 
recreation  services  in  Minnesota.  Therapeutic  Recreation  Journal.  19. 
(3),  51-62. 

Seltzer,  H.  M.,  Seltzer,  G.  B.,  &  Sherwood,  C.  C.  (1982).  Comparison  of 
community  adjustment  of  older  vs.  younger  mentally  retarded  adults. 
American  Journal  of  Mental  Deficiency,  87.  9-13. 

Wilier,  B.,  &  Intagliata,  J.  (1984).  Promises  and  realities  for  mentally  retarded 
citizens:  Life  in  the  community.  Baltimore,  MD:  University  Park 
Press. 

Wyngaarden,  M.  (1981).  Interviewing  mentally  retarded  persons:  Issues  and 
strategies.  In  R.  H.  Bruininks,  C.  E.  Meyers,  B.  B.  Sigford,  and  K. 
C.  Lakin  (Eds.),  Deinstitutionalization  and  community  adjustment  of 
mentally  retarded  people  (pp.  107-114).  Washington,  DC:  American 
Association  on  Mental  Deficiency. 


11 


PARTICIPATION  IN  DAY  PROGRAMS  AND  LEISURE 

ACTIVITIES  BY  ELDERLY  PERSONS 

WITH  MENTAL  RETARDATION: 

A  NECESSARY  COMPONENT  OF  NORMALIZATION 

Rosangela  Boyd 

Clemson  University 


Review  and  Application  of: 

Benz,  M.,  Close,  D.,  &  Halpern,  A.,  (1986).  Access  to  day 
programs  and  leisure  activities  by  nursing  home  residents  with 
mental  retardation.    Mental  Retardation,  24(3).  147-152.' 


The  greying  of  the  American  population  has  generated  national  concern  and 
stimulated  the  growth  of  research  and  program  development  in  the  field  of 
aging.  Among  the  aging  segment  of  the  population,  one  particular  subgroup  has 
only  recently  begun  to  arouse  the  interest  of  practitioners  and  researchers:  older 
individuals  with  mental  retardation.  High  mortality  rates  and  institutionalization 
were  among  the  main  reasons  for  the  relative  "invisibility"  of  this  group. 
However,  thanks  to  advances  in  medical  science  and  improvements  in  the  level 
of  care,  more  individuals  with  mental  retardation  are  living  to  reach  old  age 
(DiGiovanni,  1978).  Also,  because  of  the  deinstitutionalization  movement 
initiated  in  the  60s  (Bruininks,  Hill,  &  Thorsheim,  1982),  persons  of  all  ages 
with  mental  retardation  are  considered  for  less  restrictive  placement  options 
within  the  community. 

A  study  conducted  by  Seltzer  (1988)  indicated  that  this  population  is  using  an 
increasing  number  of  services  both  inside  and  outside  the  mental  retardation 
system  and  that  many  are  on  waiting  lists  for  more  services.  It  is  evident  that 
an  expansion  in  service  delivery  is  necessary.  Such  growth,  though,  must  be 
guided  by  the  knowledge  of  the  characteristics  and  needs  of  this  special 
population. 


'This  article  was  also  reviewed  by  P.  B.  Malik  in  Research  into  Action, 
Vol.  VI;  1988.  The  editors  suggest  that  interested  individuals  refer  to  that 
article  for  further  implications  and  applications  to  therapeutic  recreation. 
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Among  the  critical  services  needed  by  older  adults  with  mental  retardation  is 
access  to  day  programs  (Hawkins,  Eklund,  Garza,  Garza,  &  DiOrio,  1987).  Day 
programs  are  valuable  opportunities  for  community  participation,  a  major 
component  of  normalization  (Gardner  &  Chapman,  1985).  Normalization  also 
stresses  "the  significance  of  lifestyles  that  approximate  the  daily  activities  of 
the  nondisabled  population"  (Hawkins,  1987,  p.  42).  The  great  majority  of 
nondisabled  older  adults  have  access  to  generic  aging  services  that  emphasize 
socialization  and  involvement  in  recreational  activities.  They  also  possess  the 
skills  and  freedom  necessary  to  enjoy  leisure.  In  fact,  a  successful  transition 
from  preretirement  to  retirement  has  been  associated  with  a  satisfying  leisure 
lifestyle  (Kultgen,  1989). 

For  individuals  with  mental  retardation,  the  type  of  residential  placement  may 
influence  participation  in  outside  programs  and  in  leisure  activities.  Nursing 
homes  are  one  alternative  for  the  placement  of  older  individuals  released  from 
institutions  or  persons  whose  health  deterioration  and  decrease  in  energy  level 
seem  to  require  a  more  supportive  environment.  Although  past  studies  have 
indicated  a  trend  toward  such  placement  (Bruininks,  Hill,  &  Thorsheim,  1982, 
Gotten,  Sison,  &  Starr,  1981;  Mueller  &  Porter,  1969;  O'Connor,  Justice,  & 
Warren,  1970),  more  recently,  increasing  controversy  has  emerged  over  the 
appropriateness  of  nursing  homes  for  persons  with  mental  retardation  (Benz, 
Close,  &  Halpern,  1982;  Janicki  &  MacEachron,  1984;  Seltzer,  Finaly,  & 
Howell,  1988). 

Because  of  the  restrictive  nature  of  nursing  homes,  services  are  usually  limited 
to  those  which  can  be  offered  within  the  facility,  under  the  supervision  of 
skilled  staff.  In  order  to  foster  the  process  of  normalization,  nursing  home 
personnel  must  develop  a  sound  community  integration  policy.  In  the  study 
reviewed  below,  Benz,  Halpern,  and  Close  (1986)  discuss  variables  associated 
with  day  programs  and  leisure  participation  by  nursing  home  residents  with 
mental  retardation.  The  issues  raised  by  the  investigators  have  implications  for 
therapeutic  recreation  specialists  working  with  clients  with  mental  retardation 
in  a   variety  of  settings,  including  nursing  homes. 


Description  of  the  Study 

The  purpose  of  the  study  by  Benz,  Halpern,  and  Close  (1986)  was  to 
investigate  the  resident  and  facility  characteristics  associated  with  participation 
in  day  programs  and  leisure  activities  by  nursing  home  residents  who  were 
diagnosed  with   mental  retardation. 
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Thirty-five  nursing  homes—defined  as  long-term  care  facilities  certified  to 
provide  skilled  and/or  intermediate  geriatric  care—were  selected  for  the  study. 
A  final  sample  of  114  individuals  was  derived  by  using  a  stratified  random 
procedure  that  considered  percentage  of  residents  with  mental  retardation  in  the 
facility,  resident  sex,  and  resident  age.  The  sample  accounted  for  48%  of  the 
total  estimated  population  of  persons  with  mental  retardation  residing  in  the  35 
facilities.  Of  the  114  individuals  selected,  94%  agreed  to  participate  in  the 
study. 

The  original  independent  variables  were  facility  characteristics  and  resident 
characteristics.  Information  regarding  facility  characteristics  was  obtained 
through  telephone  conversations  with  nursing  home  administrators.  At  this 
time,  questions  were  asked  regarding:  (a)  type  of  facility  ownership;  (b) 
membership  in  larger  group  of  facilities;  (c)  total  number  of  residents;  and  (d) 
total  number  of  residents  with  mental  retardation.  A  mail  questionnaire  was 
used  to  gather  information  on  resident  characteristics.  These  were:  (a)  sex;  (b) 
age;  (c)  diagnosed  level  of  retardation;  (d)  mobility  status;  and  (e)  number  of 
secondary  disabilities.  These  questions  were  answered  by  directors  of  nursing 
or  assistant  administrators. 

Two  dependent  variables  were  selected.  The  first,  participation  in  day 
programs,  was  defined  by  participation  in  programs  or  activities  that  occurred 
away  from  the  nursing  home  and  involved  three  or  more  hours  of  the  resident's 
day.  This  was  operational! zed  as  a  dichotomous  variable.  The  second,  leisure 
activity  participation,  was  treated  in  two  different  manners.  Initially 
respondents  were  asked  to  indicate  whether  participation  in  recreational 
activities  had  occurred  inside,  outside,  or  both  inside  and  outside  of  the  nursing 
home's  grounds.  Then  they  were  asked  to  report  on  the  total  number  of 
recreational  activities  participated  in  regardless  of  location.  Leisure  activity 
was  defined  as  any  of  13  activities  that  residents  selected  to  pursue  in  their  free 
time  during  the  seven  days  immediately  preceding  the  day  the  questionnaire  was 
completed.  Questions  regarding  the  dependent  variables  were  included  in  a 
different  section  of  the  same  mail  questionnaire  used  for  resident 
characteristics.  Respondents  to  this  section,  however,  were  staff  members 
directly  associated  with  the  daily  activities  of  the  residents—in  most  cases, 
activities  directors. 
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Results 

Descriptive  statistics  were  used  to  examine  distributions  for  dependent  and 
independent  variables.  Regression  analyses  were  used  to  determine  which 
facility  and  resident  variables  combined  to  explain  the  most  variation  in  the 
behavior  of  the  dependent  variables.  From  the  descriptive  analysis,  the 
following  observations  were  made: 

1.  On  average,  facilities  housed  eight  persons  with  mental  retardation. 

2.  Persons  with  mental  retardation  represented  from  1%  to  40%  of  all 
residents  in  the  facilities  surveyed. 

3.  Facilities  operated  by  a  larger  corporation  accounted  for  51%  of  the 
total  number  of  facilities  studied.  Another  29%  were  operated  by 
private  enterprises. 

4.  The  mean  age  of  the  sample  was  58  years,  and  the  mode  was  54  years. 

5.  Females  constituted  58%  of  sample. 

6.  Residents  had,  on  average,  two  disabilities  in  addition  to  mental 
retardation. 

7.  Most  of  the  residents  in  the  sample,  75%,  were  ambulatory.  Of  those 
almost  two-thirds  walked  without  assistance,  while  the  others  used 
walking  devices  or  wheelchairs. 

8.  Less  than  25%  of  the  residents  in  the  sample  participated  in  a  day 
program,  with  the  types  of  programs  used  most  often  being  work 
activity  center  and  sheltered  workshop. 

9.  Those  participating  in  day  programs  resided  in  one  of  14  facilities,  40  % 
of  the  total  number  of  facilities  included  in  the  study. 

10.  Only  one-third  of  the  subjects  had  participated  in  leisure  activities  away 
from  the  nursing  home  in  the  previous  seven  days. 

1 1 .  Regardless  of  location,  subjects  had  participated  in  an  average  of  four 
leisure  activities  during  the  previous  seven  days. 

12.  The  activities  participated  in  most  by  the  subjects  were  watching 
television  or  listening  to  the  radio  (79%),  followed  by  attending 
religious  service  (46%  inside  the  facility  and  4%  outside  the  facility). 
Only  3%  of  the  subjects  attended  senior  center  programs.  Other 
activities  mentioned  were  playing  cards,  visiting  the  beauty  shop, 
working  with  crafts,  and  attending  movies,  concerts,  or  dances,  mostly 
done  inside  the  nursing  home.  Shopping  was  the  activity  most 
frequently  done  outside  the  facility  (13%),  followed  by  visits  to 
relatives  or  friends  (6%).  Only  30%  of  the  subjects  went  for  walks, 
mostly  on  the  facility's  grounds. 
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The  regression  analyses  revealed  that  the  facility  characteristics  were  not 
significantly  related  to  the  dependent  variables.  As  for  resident  characteristics, 
three  variables  combined  to  explain  13%  of  variance  in  outside  day  program 
participation:  sex,  mobility  status,  and  age.  Younger  males  who  moved 
without  assistance  were  most  likely  to  participate  in  outside  day  programs. 
When  asked  to  justify  the  nonparticipation  of  residents  in  day  programs, 
nursing  home  personnel  often  (61%)  indicated  a  lack  of  capacity  to  benefit 
from  such  programs. 

Intercorrelations  among  variables  showed  that  participation  in  an  outside 
program  was  positively  correlated  with  both  participation  in  outside  leisure 
activities  and  total  number  of  leisure  activities  participated  in.  While  67%  of 
the  residents  participating  in  day  programs  also  participated  in  outside  leisure 
activities,  only  26%  of  those  who  did  not  have  access  to  day  programs 
participated  in  outside  leisure  activities.  The  same  trend  was  observed  for  total 
number  of  activities.  Of  the  residents  participating  in  day  programs,  83% 
engaged  in  five  or  more  activities,  as  opposed  to  36%  of  those  with  no  access 
to  day  programs.  In  fact,  participation  in  day  programs  accounted  for  a 
greater  amount  of  variance  (13%)  in  participation  in  outside  leisure  activities. 
The  other  two  variables  explaining  variance  were  mobility  and  number  of 
persons  with  mental  retardation  in  the  facility.  Participation  in  outside  leisure 
activities  was  also  positively  correlated  with  total  number  of  leisure  activities 
participated  in. 


Implications  and  Applications  to  Therapeutic  Recreation 

The  limited  pattern  of  participation  in  day  programs  by  nursing  home  residents 
with  mental  retardation  is  a  concern.  Not  being  competitively  employed,  these 
individuals  depend  on  such  programs  for  community  integration  and 
socialization. 

The  finding  that  participation  in  outside  day  programs  was  closely  associated 
with  participation  in  outside  leisure  activity  and  total  number  of  leisure 
activities  suggests  the  importance  of  involvement  in  outside  day  programs.  It 
also  points  out  the  responsibility  of  therapeutic  recreation  specialists  in  seeking 
opportunities  for  community  integration  and  in  developing  positive  working 
relationships  with  community  recreation   personnel. 
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The  fact  that  outside  programs  in  which  most  of  the  subjects  participated  were 
not  oriented  towards  leisure,  but  towards  work,  requires  special  consideration 
by  recreation  professionals.  One  must  ask  why  individuals  who  have  reached 
retirement  age  are  more  often  engaged  in  work-related  activities  than  in 
recreational  ones.  The  problem  does  not  seem  to  arise  from  the  lack  of  day 
programs  offering  recreation  since  there  is  a  large  number  of  day  programs  that 
focus  on  recreation  available  to  older  adults  with  developmental  disabilities 
(Kultgen,  1989).  Poor  awareness  on  the  part  of  the  staff  regarding  available 
options  may  explain  the   findings  of  this  study. 

Yet  another  finding  that  has  implications  for  therapeutic  recreation  is  the  type 
of  activities  most  often  pursued  by  the  subjects.  Shopping  and  attending 
religious  services  are  not  the  activities  most  conducive  to  true  community 
integration.  Usually,  when  individuals  go  to  shopping  centers  or  churches, 
they  go  in  groups,  meet  few  persons,  and  mostly  stay  together  and  socialize 
among  themselves.  Community  participation  that  leads  to  normalization 
requires  social  interaction  with  nondisabled  peers  in  nonsegregated 
environments. 

In  Benz  et  al.'s  study,  only  1  %  of  all  subjects  attended  senior  center  programs 
outside  the  facility.  Yet,  senior  centers  are  excellent  channels  of  socialization 
for  persons  with  mental  retardation.  Participation  in  senior  center  programs  not 
only  keeps  older  adults  involved  in  a  variety  of  activities,  but  also  creates 
opportunities  for  the  development  of  friendships  among  participants  with  or 
without  disabilities.  This  can  be  of  great  importance  to  individuals  with 
restricted  support  systems,  since  new  friends  can  function  as  positive  role 
models  and  contribute   to  an  increase  in  the  person's  self-esteem. 

Although  senior  centers  were  mentioned,  other  possibilities  exist  within  the 
community.  Participants  may  assume  different  roles  according  to  individual 
interests  and  skills.  They  may  attend  adult  day  care  if  too  frail  for  more 
intensive  programs.  If  still  motivated  to  remain  actively  productive  after 
retirement,  they  may  function  as  volunteers  in  various  community   programs. 

The  study  discussed  here  indicated  that  the  activities  most  frequently  engaged 
in  by  subjects  were  watching  television  and  listening  to  the  radio.  It  also 
revealed  that  subjects  had  only  participated  in  an  average  of  four  recreational 
activities  during  the  previous  week.  Apart  from  pointing  to  a  passive  leisure 
lifestyle,  these  findings  show  the  lack  of  broadness  and  balance  in  the  leisure 
involvement  of  older  persons  with  mental  retardation.  A  limited  knowledge  of 
recreation  skills  may  constitute  a  serious  obstacle  to  participation  in 
community-based  programs.  More  emphasis  on  leisure  education  programs 
appears  to   be  a  logical  way  to  deal  with  this  problem. 
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Also,  in  order  to  prepare  residents  for  participation  in  a  community  setting,  the 
therapeutic  recreation  specialist  should  be  aware  of  the  type  of  activities 
prevalent  in  the  community.  Consideration  must  be  given  in  advance  to  the 
possible  need  to  adapt  activities  or  to  make  environmental  accommodations.  In 
Benz  et  al.'s  study,  mobility  was  perceived  as  a  major  obstacle  to  participation. 
Instead  of  ruling  out  participation  based  on  physical  barriers,  the  therapeutic 
recreation  specialist  should  work  with  the  individual  to  devise  solutions  to 
circumvent  the  problem. 

The  assessment  of  the  community  system  is  another  important  step  towards 
community  integration.  Two  questions  that  arise  immediately  are  what 
knowledge  of  mental  retardation  and  aging  do  community  staff  personnel  have, 
and  how  willing  are  they  to  work  with  such  persons.  There  are  times  when  the 
therapeutic  recreation  specialist  will  come  across  well-meaning  professionals- 
such  as  those  in  the  study—who  believe,  based  on  personal  impressions  rather 
than  facts,  that  the  residents  are  not  capable  of  benefiting  from  the  community's 
activities.  Lack  of  accurate  information  is  often  the  cause  of  negative 
attitudes.  The  unexplained  finding  that  the  younger  males  with  mental 
retardation  were  more  likely  to  participate  in  outside  programs  points  to  a 
possible  stereotypical  view  on  the  part  of  staff  members.  To  erase 
misconceptions,  therapeutic  recreation  specialists  must  be  ready  to  educate 
themselves  and  other  professionals  regarding  the  special  needs  and  abilities  of 
the  older  person  with  mental  retardation. 

It  must  be  said  that  simply  increasing  the  number  of  community-based  activities 
may  not  be  enough  to  achieve  community  integration.  A  follow-up  to  Benz  et 
al.'s  study  would  be  to  investigate  the  factors  that  are  more  directly  related  to 
successful  community  integration  programs.  The  research  literature  indicates 
that  integration  is  more  successful  when  it's  done  gradually,  beginning  with 
physical  presence  in  the  facility  and  moving  through  supervised  interaction,  and 
eventually  reaching  naturally  initiated  integration  between  clients  with  mental 
retardation  and  other  members  (Racourt,  1989).  The  use  of  volunteers  from  the 
community  setting,  who  act  as  liaisons  between  residents  and  other  community 
members,  has  also  proven  effective  (Sutton  &  Roberts,  1989).  The  ability  of 
residents  to  meet  social  expectations  is  another  factor  emphasized  by 
professionals  working  with  older  adults  with  mental  retardation  (Stroud  & 
Sutton,  1988).  Skills  related  to  personal  appearance,  politeness,  and 
conversation  and  adherence  to  environmental  regulations  are  crucial 
pre-requisites  of  social   acceptance. 
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Most  of  the  issues  discussed  above  are  not  limited  to  therapeutic  recreation 
specialists  working  in  nursing  home  facilities.  Those  who  deal  with  older  and 
younger  individuals  with  mental  retardation  in  other  community  settings  play 
a  significant  role  in  determining  the  scenario  for  the  future.  Many  of  the 
problems  faced  by  older  individuals  with  mental  retardation  today  result  from 
inappropriate  interventions  in  the  past.  If  individuals  with  mental  retardation 
are  given  early  training  and  access  to  community  and  leisure  participation,  they 
will  more  likely  carry  on  with  such  activities  as  they  age.  If  individuals  remain 
active  and  independent,  they  will  naturally  require  less  supervision.  If  they 
receive  proper  treatment  and  education  in  their  youth,  they  will  more  likely 
possess  the  necessary  skills  for  participation  when  they  age. 


Summary 

This  study  attempted  to  determine  which  facility  and  resident  characteristics 
were  correlated  with  participation  in  day  programs  and  in  leisure  activities  by 
nursing  home  residents  with  mental  retardation.  Results  showed  that  being 
male,  younger  and  more  mobile  contributed  to  a  higher  rate  of  participation  in 
day  programs.  An  interesting  finding  of  the  study  was  the  relationship  between 
participation  in  an  outside  day  program  and  both  participation  in  outside  leisure 
activities  and  number  of  leisure  activities  engaged  in.  The  investigators  point 
to  the  importance  of  access  to  day  programs  as  a  means  of  normalization  and  a 
way  of  meeting  the  developmental  needs  of  individuals  with  mental  retardation 
who  are  not  employed. 

The  study  also  pointed  to  a  limited  pattern  of  participation  in  recreational 
activities  outside  of  the  facility  grounds.  The  therapeutic  recreation  specialist 
working  with  older  adults  with  mental  retardation  in  different  settings  plays 
various  roles,  all  significant  in  ensuring  a  successful  integration  experience  for 
the  client.  While  community  integration  is  highly  desirable  for  older  persons 
with  mental  retardation,  it  must  be  approached  as  a  gradual  process  and 
community  members  must  be  prepared.  By  attempting  to  overcome  the 
restrictive  patterns  found  in  this  study,  therapeutic  recreation  specialists  will  be 
influencing  future  placement  decisions  and  improving  the  quality  of  life  of  older 
adults  with  mental  retardation. 
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The  deinstitutionalization  of  persons  with  long-term  disabilities  has  led  to  a 
focus  on  the  social  support  of  individuals  in  less  restrictive  community  settings. 
The  support  of  family  members  and  friends  in  normative  environments  is 
generally  believed  to  be  therapeutic.  Some  benefits  believed  to  come  from 
social  support  are  enhanced  self-esteem  and  a  sense  of  relatedness  with  the 
important  persons  in  one's  life.  However,  expected  increases  in  social 
communication  skills  resulting  from  exposure  to  normative  social  interaction  in 
community  residential  situations  have  not  occurred  naturally  (Gottlieb,  1981; 
Gresham,  1982).  Individuals  with  physical,  behavioral,  emotional,  and  social 
limitations  often  require  professional  intervention  before  increased  social  support 
can  be  realized.  Leisure  has  been  indicated  as  a  context  in  which  increases  in 
social  support  may  occur  (Kelly,  1981;  1983).  Therefore,  therapeutic  recreation 
intervention  to  maximize  independent  leisure  involvement  and  integration  into 
community  leisure  opportunities  may  facilitate  social  support  for  individuals 
with  disabilities. 

Cobb  defined  social  support  as  "receiving  information  leading  one  to  believe 
they  are  cared  for,  loved,  esteemed,  and  valued  within  a  network  of 
communication  and  mutual  obligation"  (1976,  p.  300).  Most  definitions  have 
presented  social  support  as  fulfilling  emotional  and  instrumental  needs  as  well 
as  self-esteem  needs.  Caplan  (1974)  included  within  the  concept  of  social 
support  the  elements  of  cognitive  guidance,  tangible  resources  and  aid,  and 
emotional  sustenance  with  feedback  about  the  self  and  validation  of  expectations 
of  others.  House  (1981)  described  the  elements  of  social  support  as:  (a) 
emotional  concern  consisting  of  liking,  love,  and  empathy;  (b)  instrumental  aid 
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including  goods  or  services;  (c)  information  about  the  environment;  and  (d) 
appraisal  concerning  information  relevant  to  self-evaluation.  Wilcox  and 
Vernberg  (1985)  consolidated  the  literature  on  social  support  and  took  the 
definition  a  step  further:  "Social  support  is  a  multi-dimensional  construct  that 
functions  in  a  stressor-specific  fashion.  Social  support  is  effective  in  minimizing 
the  negative  effects  of  stressors  only  when  there  is  congruence  between 
adaptational  demands  and  support  resources"  (p.  5). 

According  to  this  definition,  different  sources  of  social  support  (e.g.,  family, 
friends,  neighbors,  and  professionals)  are  effective  at  different  times  and  for 
different  types  of  stressors.  In  addition,  individuals  vary  in  their  needs  for 
social  support  in  relation  to  individual  characteristics,  such  as  sex,  age,  race, 
sense  of  control  and  self-esteem,  and  reactions  to  being  given  aid.  This  concept 
was  supported  by  Lazarus,  Cohen,  Folkman,  Kanner,  and  Schaefer  (1980),  who 
proposed  that  psychological  stress  is  experienced  when  a  situation  is  confronted 
that  requires  some  form  of  adaptation  that  seriously  drains  or  exceeds  a  person's 
adaptational  capabilities.  Once  the  situation  is  recognized  as  serious,  the 
individual  then  evaluates  his  or  her  coping  resources.  If  social  support  is 
available  for  assisting  with  the  particular  situation,  stress  is  reduced  and  the 
stressor  might  be  seen  as  a  challenge  rather  than  a  threat  of  harm  or  loss. 
However,  if  appropriate  social  support  for  the  situation  is  not  available,  the 
stress  will  be  heightened.  Despair,  apathy,  and  a  sense  of  helplessness  or  anger, 
frustration,  and  acting  out  will  often  result. 

Helping  professionals  can  be  seen  as  an  important  source  of  social  support  for 
clients  with  widely  diversified  needs.  Therapeutic  recreation  specialists  provide 
services  for  clients  in  clinical,  community,  transitional,  acute,  and  long-term 
care  settings.  The  social  support  provided  within  a  therapeutic  recreation 
program  may  be  but  a  small  portion  of  a  client's  social  support  network  or  it 
could  be  the  major  source  of  support.  Therapeutic  recreation  specialists  must 
be  aware  of  social  support  needs  relevant  to  clients'  leisure  lifestyles  both  within 
and  outside  of  therapeutic  settings.  Within  a  therapeutic  setting  a  specialist  may 
enhance  a  client's  self-esteem  by  pointing  out  the  effort  and  creativity  involved 
in  mastering  a  leisure  skill.  Leisure  involvement  in  the  form  of  personally 
chosen  clubs  may  facilitate  a  sense  of  belonging  within  social  groups  and  could 
extend  into  club  membership  outside  of  therapy.  Improving  social  interaction 
skills  may  enable  greater  communication  and  emotional  support  from  others  both 
within  and  outside  of  therapeutic  settings.  Assistance  in  leisure  resource 
acquisition  and  accessibility  could  diminish  a  sense  of  helplessness  or  apathy  and 
provide  constructive  outlets  for  anger  and  frustration.  However,  a  study  by 
Tucker  and  Johnson  (1989)  indicated  that  some  forms  of  social  support  can 
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diminish  recipients  competence.  The  influence  of  social  support  on  client 
competence  needs  to  be  understood  to  prevent  therapeutic  recreation  specialists 
from  unknowingly  providing  detrimental  social  support. 


Description  of  the  Study 

Tucker  and  Johnson  (1989)  conducted  an  ethnographic  study  of  12  mothers  with 
mild  mental  retardation.  The  goal  of  the  study  was  to  examine  the  competence- 
promoting  versus  competence-inhibiting  social  support  networks  of  the  mothers. 
Nine  of  the  mothers  had  husbands  living  with  the  family;  three  were  single 
parents.  Six  of  the  families  were  white,  and  six  were  Afro- American.  Two 
families  lived  in  a  joint  household  next  door  to  the  owner  of  the  group  home 
where  they  had  previously  resided.  Four  of  the  families  lived  in  some  form  of 
extended  family  arrangement,  and  six  families  lived  independently  but  required 
some  assistance  to  function  adequately.  Data  were  collected  through  naturalistic 
participant  observation  and  narrative  fieldnotes.  The  fieldnotes  were  recorded 
by  fieldworkers  who  participated  with  the  mothers  and  families  both  at  home 
and  in  public  settings  with  their  children  on  various  days  of  the  week  for 
periods  of  nine  months  to  four  years.  Semistructured  interviews  were  conducted 
with  both  parents  and  at  least  one  grandparent  or  benefactor.  The  interviews 
covered  the  areas  of  social  support,  relationships  with  significant  others,  stress 
and  coping,  and  parenting.  A  multidimensional  concept  of  social  support  was 
examined  in  which  the  environmental  stress  (e.g.,  from  financial  hardship, 
working  full-time  plus  caring  for  a  home,  caring  for  many  dependent 
individuals,  or  poor  health)  experienced  by  support  providers  influences  the 
nature  of  the  support  and  the  manner  in  which  it  is  provided.  The  children  were 
also  observed  to  assess  the  adequacy  of  physical  child  care  and  discipline. 
Available  test  results  or  public  agency  assessments  were  also  examined  to 
determine  whether  the  children  had  developmental  problems. 


Results 

Results  of  the  study  showed  that  two  types  of  social  support  were  present: 
facilitative  and  caretaking.  Social  support  consisted  primarily  of  behaviors 
performed  by  members  of  the  social  network  either  to  facilitate  the  parenting 
competence  of  the  mother  with  mental  retardation  (i.e.,  instruct  or  assist  the 
mother  in  learning  parenting  skills)  or  to  benefit  the  child  (i.e.,  provide  care  to 
the  child  directly  or  perform  parenting  tasks,  excluding  the  mother).  The  type 
of  social  support  provided  was  dependent  upon  both  the  degree  of  environmental 
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strain  experienced  within  the  entire  social  network  and  the  support  providers' 
perceptions  of  the  parental  competence  of  the  mother.  High  levels  of 
environmental  stress  diminished  support  providers'  abilities  to  provide 
instruction  and  assistance  to  the  mothers.  For  example,  a  provider  who  was  a 
widow,  working  full-time  for  minimum  wages,  suffering  from  poor  health,  and 
caring  for  a  family  in  which  the  mother  had  mental  retardation  would  often  find 
it  easier  and  quicker  to  do  things  for  the  mother  (e.g.,  handle  finances;  grocery 
shopping;  clothing  care)  than  to  instruct  the  mother  in  accomplishing  these  tasks 
on  her  own.  Initial  doubts  about  a  mother's  capability  to  learn  to  be  an  effective 
mother  would  be  confirmed,  and  more  parenting  tasks  would  be  taken  over  by 
the  provider  (e.g.,  basic  care  of  the  child;  discipline;  providing  affection).  In 
addition,  an  overburdened  provider  frequently  lacked  patience  with  the  mother 
and  verbally  belittled  her  abilities.  In  essence,  actual  parental  competence  was 
minimized,  and  perceptions  of  the  mother's  capabilities  to  cope  with 
childrearing  and  eventually  to  care  for  her  child  independently  became  even 
more  negative.  In  some  cases,  support  was  directed  toward  the  child  to  the 
extent  of  taking  the  child  away  from  the  mother  and  placing  the  child  with  other 
family  members.  Thus,  social  support  provided  in  a  caretaking  manner  was 
observed  to  create  more  stress  in  the  household. 

On  the  other  hand,  when  environmental  stress  was  not  extreme,  support 
providers  could  take  the  time  and  effort  to  direct  support  toward  the  mother  in 
helping  her  learn  parenting  skills.  Actual  parenting  competence  was  enhanced, 
and  the  perception  that  the  mother  was  capable  of  learning  and  increasing  her 
abilities  as  a  mother  was  confirmed. 

These  findings  have  been  supported  by  reports  in  the  literature  on  social  support 
for  people  without  disabilities  (Antonucci,  1985).  Some  social  support  has  been 
found  to  be  negative.  Overprotection,  for  example,  could  interfere  with  normal 
development  by  not  allowing  a  person  to  have  experiences  needed  for 
appropriate  development.  Assistance  provided  on  demeaning  or  debilitating 
terms  was  also  discussed  as  having  negative  effects.  In  the  parenting  study 
(Tucker  and  Johnson,  1989),  mothers  with  social  support  directed  toward 
providing  care  to  the  child  rather  than  assistance  in  Seaming  effective  parenting 
skills  were  not  allowed  to  experience  parenting  in  a  manner  that  increased  their 
competence.  In  addition,  even  when  perceived  incompetence  was  not  vocalized 
to  the  mothers  directly,  the  mothers  experienced  painful  feelings  of 
powerlessness  and  helplessness  that  resulted  in  frustration  and  anger.  This  anger 
and  frustration  often  emerged  in  dealings  with  their  children  and  further 
confirmed  perceptions  of  parental  incompetence.  In  essence,  a  self-defeating 
spiral  of  perceived  incompetence  was  observed  in  the  study  of  mothers  with 
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mental  retardation  that  has  also  been  suggested  in  the  social  support  literature  on 
persons  without  disabilities.  These  aspects  of  social  support  can  be  seen  as 
relevant  for  clients  with  physical  and  emotional  disabilities,  also.  Ways  in 
which  consideration  of  social  support  in  therapeutic  recreation  enhance 
improving  programming  for  clients  is  discussed  next. 


Implications  and  Applications  for  Therapeutic  Recreation 

The  model  of  social  support  presented  by  Tucker  and  Johnson  (1989)  for 
mothers  with  mental  retardation  and  their  children  can  be  used  to  examine  and 
understand  more  fully  the  impact  of  the  surrounding  therapeutic  system  on 
therapeutic  recreation  specialists  and  the  resulting  impact  on  clients.  The  model 
also  incorporates  a  feedback  network  in  which  the  type  of  social  support 
provided  affects  the  recipients'  levels  of  competence.  The  observed  levels  of 
competence  either  confirm  or  modify  perceptions  of  the  potential  capabilities  of 
those  receiving  support  in  the  surrounding  therapeutic  system.  The  elements  of 
the  model  and  the  social  support  process  are  described  below  in  relation  to  the 
provision  of  therapeutic  recreation  services. 

Environmental  strain  is  the  set  of  stress-producing  events  and  situations  that 
impinge  on  the  entire  therapeutic  system.  Examples  in  therapeutic  recreation 
service  delivery  might  include  budget  cuts,  staff/client  ratios,  resource 
availability,  and  lack  of  opportunities  for  community  integration.  Low  salaries 
and  large  workloads  can  render  therapeutic  recreation  specialists  incapable  of 
providing  quality,  individualized  services.  It  may  be  quicker  and  easier  to 
provide  simple  diversionary  activities  to  keep  clients  busy.  As  a  result,  the 
provision  of  diversional  programs  for  clients  rather  than  the  facilitation  of 
programs  that  promote  competence  and  independent  leisure  functioning  becomes 
the  status  quo. 

Perception  of  the  capabilities  of  clients  is  the  second  major  element  in  the  social 
process.  Therapeutic  recreation  services  are  frequently  provided  within  a  larger 
therapeutic  system  (e.g.,  health  care  and  mental  health  systems).  These 
surrounding  therapeutic  systems  usually  hold  a  general  perception  of  the 
capabilities  of  clients  for  self-determination  and  beliefs  about  the  degree  to 
which  clients  can  potentially  become  independent.  The  prevalent  perception  of 
client  capabilities  and  potential  will  influence  resource  allocation.  For  instance, 
if  the  surrounding  therapeutic  system  views  the  potential  for  independent 
community  involvement  as  an  unlikely  goal  for  clients,  resources  will  be 
provided  to  the  therapeutic  recreation  department  for  simple,  diversionary 
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activities  to  keep  clients  busy.  When  this  resource  allocation  is  combined  with 
low  salaries  and  large  client  workloads  for  specialists,  the  therapeutic  recreation 
specialist's  ability  to  provide  quality,  individualized  services  is  further  hindered. 
Client  capabilities  do  not  improve.  This  information  is  fed  back  into  the  overall 
system,  and  the  rationale  for  not  allocating  more  resources  for  clients  is 
confirmed. 

Therapeutic  recreation  specialists'  perceptions  of  client  competence  can  be 
influenced  by  the  environmental  strain  experienced  by  the  therapeutic  system 
and  its  perception  of  client  competence.  The  basic  belief  of  therapeutic 
recreation  is  that  clients  have  a  right  to  and  the  capabilities  for  developing, 
maintaining,  and  expressing  an  appropriate  leisure  lifestyle  (National 
Therapeutic  Recreation  Society,  1982).  Through  a  greater  understanding  of  the 
social  support  process,  a  specialist  can  realize  that  the  extra  time  and  effort 
expended  to  instruct  clients  in  learning  a  repertoire  of  leisure  and  social  skills 
will  eventually  result  in  a  shift  in  the  specialist's  role  from  the  total  provision 
of  activities  to  the  supervision  and  monitoring  of  the  leisure  involvement  of 
clients  at  various  levels  of  independence.  Therapeutic  recreation  specialists 
could  influence  this  process  by  focusing  intervention  efforts  as  much  as  possible 
on  increasing  client  competence.  This  focus  would  take  different  forms  within 
each  of  the  three  components  (treatment,  leisure  education,  and  recreation 
participation)  of  the  therapeutic  recreation  service  model  (Peterson  &  Gunn, 
1984). 

Treatment 

Within  the  treatment  component,  presenting  clients  with  activities  that  challenge 
them  to  use  the  particular  functional  skills  needing  improvement  could  have  a 
dramatic  influence  on  independent  functioning,  whereas  activities  with  minimal 
requirements  that  can  be  accomplished  with  little  effort  would  do  little  in  terms 
of  functional  improvement.  For  instance,  a  craft  program  to  improve  the 
dexterity  and  concentration  of  clients  could  be  conducted  in  such  a  manner  that 
all  materials  needed  are  provided  and  each  client  is  provided  complete 
instruction  for  constructing  the  project  in  the  exact  same  manner  as  all  other 
clients.  On  the  other  hand,  the  client  could  be  provided  with  a  variety  of 
choices  in  the  style  or  type  of  craft  to  construct,  and  the  materials  could  vary. 
Instruction  could  be  general,  allowing  individual  choices  and  differences  within 
each  project.  The  program  allowing  individual  choices  would  be  more  difficult 
to  conduct,  but  the  functional  benefits  would  be  greater. 
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Leisure  Education 

Special  emphasis  on  the  active  participation  of  clients  in  the  leisure  education 
component  could  encourage  the  development  of  client  competence.  The  four 
elements  of  leisure  education  could  be  incorporated  into  the  above-mentioned 
craft  program.  First,  the  diverse  and  satisfying  choices  that  can  be  made  in 
leisure  could  be  pointed  out  as  clients  selected  and  designed  their  projects  in 
their  own  distinct  way.  Expression  of  the  self  as  a  unique  and  important 
individual  might  be  stressed  as  a  major  value  of  leisure  involvement.  Second, 
social  interaction  skills  might  be  addressed  as  clients  work  together  and  share 
materials  for  their  projects.  Waiting  for  others  to  finish  with  a  needed  material, 
assisting  one  another,  appreciating  the  work  of  others,  requesting  advice  from 
each  other,  these  can  all  be  encouraged  as  important  aspects  of  leisure 
involvement  regardless  of  the  type  of  activity.  Third,  the  general  instruction  of 
leisure  activity  skills  that  allow  individual  choices  would  encourage  client  input. 
Freedom  to  make  choices  and  decisions  represent  is  a  primary  goal  of 
therapeutic  recreation.  Thus,  the  aim  of  instruction  is  not  simply  for  a  client  to 
learn  a  lot  of  different  activities  but  to  have  the  ability  to  choose  from  among 
them  those  that  can  provide  a  personally  fulfilling  leisure  lifestyle.  The  fourth 
leisure  education  element,  leisure  resources,  can  further  the  social  support 
process  by  providing  clients  with  means  of  control  and  direction  of  their  own 
leisure.  Guidance  in  deciding  what  materials  are  necessary  for  a  project,  locating 
where  they  can  be  acquired,  getting  to  and  from  the  appropriate  shops,  and 
practicing  the  social  skills  required  to  venture  into  the  community  and  acquire 
craft  materials  could  offer  practical  experience  for  increasing  independence  in 
leisure. 

Recreation  Participation 

Recreation  participation  opportunities  provided  should  be  as  normative  and 
challenging  as  possible.  A  follow-up  to  a  crafts  program  that  introduced  clients 
to  the  construction  of  various  projects  could  involve  the  selection  of  one  specific 
project  and  the  entire  process  of  selecting,  acquiring,  and  using  the  materials. 
It  is  apparent,  though,  that  conducting  such  a  program  would  require  materials, 
funds  to  acquire  materials  in  the  community,  and  transportation  to  and  from 
community  businesses.  Therapeutic  recreation  specialists  may  have  to  become 
quite  ingenious  in  developing  programs  when  needed  resources  are  scarce. 

However,  such  ingenuity  could  result  in  increased  client  capabilities  that  could 
be  reported  back  to  the  therapeutic  system.  Derogatory  perceptions  of  the 
competence  and  ultimate  potential  of  clients  are  more  likely  to  be  challenged 
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when  there  is  documented  evidence  of  client  improvement.  A  change  in  the 
perceptions  of  client  capabilities  could  encourage  the  reallocation  of  resources 
to  enable  therapeutic  recreation  specialists  to  provide  quality,  individualized 
services. 


Summary 

This  discussion  of  research  on  social  support  for  mothers  with  mental  retardation 
indicated  some  major  elements  of  social  support  that  may  be  applicable  to  all 
populations  served  by  therapeutic  recreation.  It  is  conceivable  that  by 
considering  the  ways  in  which  social  support  either  promotes  or  inhibits  client 
competence,  therapeutic  recreation  specialists  can  improve  programming  for 
individual  clients.  It  is  also  feasible  that  improvements  in  client  capabilities 
resulting  from  competence-promoting  social  support  in  therapeutic  recreation 
programming  can  change  perceptions  of  client  potential  within  an  entire 
therapeutic  system. 
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Social  interaction  is  often  considered  to  be  an  important  component  of  leisure, 
as  well  as  being  a  leisure  experience  itself.  Iso-Ahola  (1980)  cites  evidence 
supporting  the  idea  that  individuals  participating  in  socially  oriented  leisure 
activities  "are  better  off  mentally,  physically  and  socially  than  are  their  inactive 
counterparts"  (p.  180).  Sneegas  (1986)  takes  this  one  step  further  and  indicates 
that  individuals  must  first  perceive  themselves  as  socially  skilled  before 
participating  in  socially  demanding  leisure  activities.  This  paper  will  examine 
the  impact  of  social  skills  deficits  on  the  leisure  experience.  Specifically,  the 
relationship  between  lack  of  perceived  social  competence  and  leisure  for 
individuals  with  chronic  mental  illness  will  be  explored. 

Mental  illness  is  a  disability  that  affects  the  individual  in  many  areas  of  life, 
including  social  relationships.  Deterioration  of  social  relations  is  one  of  the 
defining  characteristics  of  schizophrenia  as  specified  by  the  DSM-III  (American 
Psychiatric  Association,  1980).  The  social  deficits  often  begin  in  childhood  and 
produce  a  pattern  of  interpersonal  difficulties  throughout  the  life  span  (Bellack, 
Morrison,  &  Mueser,  1989).  Sneegas  (1986)  looks  at  the  significance  of 
perceived  social  competence  in  relation  to  leisure  participation  and  leisure 
satisfaction.  The  results  of  the  study  provide  a  framework  for  understanding 
how  lack  of  social  competence  can  affect  leisure  participation  and  leisure 
satisfaction. 
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Description  of  the  Study 

Sneegas  (1986)  examined  the  relationships  between  perceived  social  competence, 
leisure  participation,  leisure  satisfaction,  and  life  satisfaction  in  middle-aged  and 
older  adults.  The  purpose  of  the  study  was  to  determine  the  influence  of 
perceived  social  competence  on  leisure  participation,  leisure  satisfaction,  and  life 
satisfaction.  Specifically,  it  was  hypothesized  that:  (a)  age  is  significantly 
related  to  social  competence;  (b)  perceived  social  competence  is  a  factor  in  the 
level  of  participation  in  leisure  activities  for  middle-aged  and  older  adults;  (c) 
a  perceived  lack  of  social  abilities  operates  as  a  constraint  to  leisure  participation 
and  leisure  satisfaction,  thereby  decreasing  life  satisfaction;  and  (d)  the 
relationship  between  perceived  social  competence  and  different  leisure  activities 
varies,  with  a  stronger  relationship  proposed  with  activities  that  are  overtly 
social  in  nature. 

The  subjects  were  drawn  from  a  random  sample  of  residents  in  Peoria,  Illinois. 
The  households  contacted  for  this  study  were  identified  from  the  city  telephone 
directory  using  a  table  of  random  numbers.  Three  hundred  and  ninety-three 
persons  aged  40  and  over  were  contacted;  58%  agreed  to  participate,  which 
yielded  a  total  of  205  persons  for  the  study.  Within  the  group  of  respondents, 
there  were  67  men  (32.7%)  and  138  women  (67.3%).  Participants'  ages  were 
41-49  (20.5%);  50-59  (34.1%);  60-69  (26.8%);  70-79  (13.6%);  and  80-86 
(4.8%).  The  mean  age  was  59  years.  Most  of  the  subjects  were  married 
(72%);  40%  were  retired;  and  28.8%  had  an  annual  income  over  $30,000. 

A  questionnaire  was  mailed  to  each  of  the  subjects;  the  questionnaires  consisted 
of  several  pre-existing  instruments  as  well  as  demographic  items.  The 
instruments  used  to  assess  perceived  social  competence  were  the  Social  Situation 
(SSIT)  Questionnaire  (Bryant  &  Trower,  1974)  and  the  Social  Self-Efficacy 
(SEFFI)  Subscale  (Sherer  &  Maddux,  1982).  Ten  additional  items  were 
generated  by  Sneegas  to  determine  frequency  of  social  behaviors,  titled  the 
Social  Behavior  Scale  (Sneegas,  1985).  A  measure  of  the  level  of  leisure 
participation  was  obtained  through  a  scale  developed  and  used  by  Kelly  (1978). 
Leisure  satisfaction  was  measured  by  Beard  and  Ragheb's  (1980)  Leisure 
Satisfaction  Scale,  while  life  satisfaction  was  addressed  by  the  Life  Satisfaction 
Index  Z  (Wood,  Wylie,  &  Sheafor,  1969). 
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Results 

The  major  purpose  of  the  study  was  to  identify  the  relationships  between 
perceived  social  competence,  leisure  participation,  leisure  satisfaction,  and  life 
satisfaction.  The  Social  Behavior  Scale  was  found  to  overlap  with  the  measure 
of  leisure  participation  and  thus  was  omitted  from  further  analysis.  Sneegas 
(1986)  applied  a  series  of  regression  equations  to  each  of  the  variables,  a 
procedure  commonly  referred  to  as  path  analysis.  Path  analysis  is  a  statistical 
technique  designed  to  determine  the  relationship  between  variables.  The 
technique  also  determines  possible  cause-and-effect  relationships  between  the 
variables.  The  relationships  are  graphically  shown  by  arrows  (or  paths) 
indicating  the  direction  and  strength  of  relationships  between  variables. 

The  theoretical  model  proposed  by  Sneegas  was  supported  by  the  results,  in  that 
perceived  social  competence  was  shown  to  significantly  contribute  to  the  level 
of  leisure  participation.  Perceived  lack  of  social  abilities  acts  as  a  constraint  to 
leisure  participation  and  leisure  satisfaction,  thereby  decreasing  life  satisfaction. 
It  was  also  shown  that  activities  hypothesized  to  be  overtly  social  in  nature  were 
more  significantly  correlated  to  perceived  social  competence.  One  hypothesis 
was  not  supported;  this  was  the  hypothesis  indicating  that  age  is  related  to 
perceived  social  competence.  When  health  was  controlled,  age  was  not  a 
significant  factor. 

The  results  from  the  study  support  the  idea  that  social  competence  is  an 
important  factor  in  leisure  involvement  and  satisfaction.  A  person's  perception 
of  his  or  her  social  competence  seems  to  have  an  affect  on  how  satisfied  they  are 
with  their  leisure  and  on  the  type  or  amount  of  their  involvement  with  leisure 
activities.  For  therapeutic  recreation  specialists  who  are  trying  to  enhance 
leisure  functioning,  clients'  perceptions  of  their  social  competence  need  to  be 
addressed. 

Limitations  of  the  Study 

While  perceived  social  competence  was  shown  to  influence  leisure  involvement, 
the  relationship  between  social  competence  and  different  leisure  activities  was 
unclear.  This  may  occur  because  of  the  complex  nature  of  leisure  activities;  the 
social  component  of  the  leisure  activity  may  vary  each  time  the  individual 
engages  in  it.  Some  activities  appear  to  involve  clear  social  interactions,  others 
seem  to  be  clearly  individual  pursuits,  and  still  others  could  be  a  combination 
of  both.  The  degree  to  which  an  activity  is  considered  social  should  be 
addressed  within  the  specific  context  of  the  occurrence.  A  global  rating  of  an 
activity  in  terms  of  the  social  component  may  be  inaccurate  and  inappropriate. 
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The  second  limitation  encountered  by  Sneegas  (1986)  was  the  need  for  more 
refined  and  specific  measures  of  perceived  social  competence.  The  data 
produced  by  the  instruments  are  limited  by  the  instruments'  ability  to  accurately 
measure  the  specific  constructs  of  this  study.  Further  investigation  of  the 
concept  of  social  competence  is  needed,  as  well  as  a  reliable  and  valid 
instrument  for  use  with  various  populations  in  different  settings. 


Implications  and  Applications  for  Therapeutic  Recreation 

The  group  of  subjects  used  in  the  Sneegas  (1986)  study  were  middle  and  later 
life  adults.  The  results  of  this  study  may  have  implications  for  individuals  with 
chronic  mental  illness  in  that  the  individuals  in  the  Sneegas  sample  represent  the 
target,  normative  behaviors  required  for  community  integration  by  individuals 
with  chronic  mental  illness  (CMI). 

Leisure,  Social  Skills,  and  Chronic  Mental  Illness 

Perceived  social  competence  has  been  shown  by  Sneegas  (1986)  to  influence 
leisure  satisfaction  and  leisure  participation.  Individuals  who  have  a  mental 
illness  have  been  shown  to  have  pervasive  social  deficits,  even  when  their 
symptoms  are  pharmacologically  controlled  (Liberman,  Mueser,  &  Wallace, 
1986).  For  example,  Beckfield  (1985)  found  that  males  who  were  at  a  high  risk 
for  schizophrenic  symptoms  were  found  to  exhibit  a  significantly  lower  social 
competence  than  control  subjects.  And,  hospitalized  patients  with  CMI  are 
generally  isolated  and  withdrawn  from  social  interactions  (Doty,  1975). 

The  inability  of  individuals  with  CMI  to  adapt  to  community  social  roles  is 
often  a  determining  factor  in  readmissions  to  the  hospital.  Readmission  of 
individuals  with  CMI  is  significantly  associated  with  antisocial  behavior,  poor 
interpersonal  relationships  with  the  opposite  sex  and  neighbors,  and  lack  of 
religious  affiliation  (Serban,  1978).  Wallace  and  his  colleagues  (1980)  indicate 
that  individuals  with  CMI  do  not  become  part  of  a  social  network,  which  would 
assist  them  in  coping  with  social  demands. 

Medication  and  deinstitutionalization  have  moved  individuals  with  CMI  out  of 
hospitals  and  into  the  community  in  what  looks  like  successful  treatment. 
However,  these  individuals  continue  to  return  to  the  hospital  without  the  social 
skills  needed  for  successful  community  placement.  The  direction  of  the 
relationship  between  readmission  and  lack  of  social  skills  is  unclear;  however, 
the  relationship  does  appear  to  exist. 
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The  research  by  Sneegas  (1986)  and  the  studies  identifying  a  social  skills  deficit 
in  individuals  with  CMI  imply  two  things  for  therapeutic  recreation  programs. 
First,  for  individuals  with  CNI  perceived  social  competence  may  be  a 
prerequisite  for  leisure  involvement  and  leisure  satisfaction.  Second,  therapeutic 
recreation  programs  may  have  a  positive  impact  on  the  outcome  of  treatment  by 
teaching  social  skills. 

Social  Skills  Acquisition 

Individuals  treated  for  mental  illness  have  been  able  to  learn  social  skills 
through  a  variety  of  treatment  strategies.  Training  efforts  have  focused  on 
specific  observable  behaviors  such  as  eye  contact,  smiles,  and  posture  or  on 
verbalizations  such  as  speech  duration,  intonation,  number  of  words  spoken, 
verbal  fluency,  response  latency,  response  duration,  and  overall  assertion  (Foxx, 
McMorrow,  Bittle,  &  Fenlon,  1985).  The  lack  of  success  of  many  social  skills 
programs  may  be  caused  by  the  inability  of  the  patient  to  generalize  the  new 
skill  to  a  variety  of  social  situations  (Eisler,  BSanchard,  Fitts,  &  Williams, 
1978;  Foxx  et  al.,  1985).  Patients  are  often  able  to  perform  the  desired  social 
skill  during  the  treatment  session  but  are  unable  to  perform  the  same  skill 
outside  of  the  treatment  setting. 

Some  of  the  rationale  for  the  lack  of  carryover  has  to  do  with  the  artificial 
environment  in  which  most  skills  are  taught  (Doty,  1975;  van  Dam-Baggen  & 
Kraairnaat,  1986).  The  group  becomes  the  social  environment,  and  individuals 
learn  how  to  respond  in  the  group.  Van  Dam-Baggen  and  Kraairnaat  see  social 
skills  as  situation  specific;  successful  learning  of  social  skills  should  be 
structured  around  real  life  experiences. 

Recreation  Activities  as  a  Treatment  Modality 

Foxx  et  al.  (1985)  advocate  the  use  of  leisure  activities  as  an  appropriate 
modality  for  social  skills  training.  The  social  skill  being  taught  may  be 
generalized  to  the  larger  social  environment  through  involvement  in  the  leisure 
activity.  Even  when  the  activity  is  changed  or  modified  to  focus  on  the 
treatment  objectives,  the  critical  elements  of  the  activity  are  usually  unchanged. 
The  behavioral  objectives  are  the  critical  component  of  the  treatment  approach, 
not  the  activity  itself.  Focusing  on  the  improvement  of  specific  social  skills 
facilitates  the  development  of  a  therapeutic  recreation  program  based  on  a 
sequential,  progressive  design.  The  program  would  begin  with  structured, 
controlled  interventions  using  modified  activities  and  would  move  towards 
progressively  less  structured,  more  complex  social  interactions  within  the  leisure 
context. 
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Therapeutic  Recreation  Program  Design 

The  definition  of  therapeutic  recreation  as  adopted  by  the  American  Therapeutic 
Recreation  Association  (ATRA)  is  to  restore,  remediate,  or  rehabilitate  in  order 
to  improve  functioning  and  independence,  as  well  as  to  reduce  or  eliminate  the 
effects  of  illness  or  disability.  When  working  with  individuals  with  CMI  this 
definition  gives  direction  to  the  therapeutic  recreation  specialist  (TRS)  in 
looking  for  specific  behaviors  that  are  preventing  the  individual  from  achieving 
increased  independence.  For  the  individual  with  CMI  this  may  mean  a  need  to 
gain  a  greater  sense  of  social  competence;  therefore,  a  need  to  learn  and  practice 
specific  social  skills. 

Peterson  and  Gunn  (1984)  provide  a  model  for  developing  a  program  based  on 
patient  needs  that  assists  in  determining  the  content  of  the  program.  Specific 
behavioral  objectives  matched  to  individual  deficits  are  used  to  guide  the  TRS 
in  choosing  intervention  strategies. 

Behavioral  objectives  facilitate  a  focus  on  behavioral  outcomes,  which  in  turn 
allows  for  the  modification  of  activities  by  the  TRS  for  specific  group  needs. 
Individuals  who  have  similar  skill  deficits  and  needs  can  be  placed  in  one 
treatment  group.  This  approach  acknowledges  that  each  individual  has  different 
strengths,  interests,  skills,  talents  and  abilities;  however,  the  treatment 
objectives  for  the  individuals  in  the  group  are  the  same.  One  method  of  meeting 
the  behavioral  objectives  for  the  individuals  in  the  group  is  to  use  a 
"skill-isolated  learning  group. "  A  brief  discussion  of  the  skill-isolated  learning 
group  technique  will  provide  an  example  of  a  specific  application  of  social  skills 
training. 

The  skill-isolated  learning  group  uses  a  modified  activity  to  teach  a  specific 
aspect  of  social  skills  in  a  controlled  experiential  setting.  Peterson  and  Gunn 
(1984)  emphasize  that  an  activity  is  not  limited  to  the  definition  of  traditional 
recreation  or  leisure  activities.  Activities  may  include  discussion,  lectures,  and 
written  or  cognitive  exercises.  The  choice  of  intervention  strategy  (activity)  is 
determined  by  patients'  needs,  abilities,  and  functioning  level. 

Any  activity  can  be  chosen  for  the  training  session,  although  some  may  seem 
better  suited  for  certain  situations.  One  activity  may  require  a  statement 
initiated  by  the  player,  while  another  may  generate  a  conflict  that  needs 
resolution  by  the  participants.  Almost  any  activity  can  be  modified  to  create  a 
learning  situation.  Each  group  starts  with  a  discussion  of  the  objectives  for  the 
group  followed  by  an  introduction  to  the  activity  and  ends  with  a  wrap-up,  or 
processing. 


36 


Haire:    Social  Skills  and  Leisure 

During  each  group  session  the  patients  have  an  understanding  of  what  behaviors 
are  expected  and  the  TRS  is  able  to  evaluate  the  individual's  ability  to  meet  the 
objectives.  Successful  completion  of  objectives  in  a  series  of  skill-isolated 
learning  groups  demonstrates  individual  progress  and  thus  facilitates  the  progress 
to  less  structured  and/or  more  complex  settings. 

Recreation  Participation  and  Skill  Generalization 

Eisler  et  al.  (1978)  found  that  modeling  was  an  important  technique  used  by 
schizophrenics  to  generalize  or  transfer  social  skills  training.  Practicing  an 
activity  in  progressively  less  structured,  more  natural  settings  leads  to 
generalization  of  the  social  skill  to  real  life  situations  through  modeling. 
Peterson  and  Gunn  (1984)  indicate  that  one  advantage  of  using  traditional 
recreation  activities  is  that  the  interactional  requirements  that  are  a  part  of 
leisure  are  also  often  the  interaction  skills  required  in  other  aspects  of  life. 

Sequential  planning  of  activities  allows  the  individual  to  progress  from  a 
structured,  " activity -as-treatment"  focus  to  less  structured,  leisure-oriented 
activities.  The  individual  gets  to  practice  new  skills  in  real  situations,  and 
eventually  the  skills  can  be  practiced  in  the  community  for  successful  transition 
out  of  the  hospital.  Outpatient  services  are  also  a  vital  link  in  the  success  of 
such  sequential  planning  and  generalization. 


Summary 

The  research  done  by  Sneegas  (1986)  has  both  expanded  the  understanding  of 
the  role  of  perceived  social  competence  in  leisure  experiences  and  quality  of 
life,  and  provided  a  research  base  for  program  development.  The  specific 
impact  these  findings  have  for  different  populations  needs  to  be  studied  further. 
The  encouraging  results  of  research  on  the  positive  effects  of  leisure  on  quality 
of  life  and  on  life  satisfaction  should  be  used  with  populations  who  have  limited 
abilities  resulting  from  chronic  mental  illness.  The  implications  are  that  not 
only  is  therapeutic  recreation  influential  in  the  learning  and  development  of 
social  skills  for  individuals  with  chronic  mental  illness,  but  therapeutic 
recreation  services  may  improve  the  quality  of  life  for  these  individuals  by 
allowing  them  to  experience  satisfying  leisure. 
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One  area  of  the  health  care  field  that  has  experienced  considerable  growth  and 
development  is  the  provision  of  treatment  services  for  individuals  experiencing 
problems  related  to  alcohol  and  substance  abuse.  In  the  alcohol  abuse  treatment 
program,  the  therapeutic  recreator  is  faced  with  the  challenge  of  helping  the 
misuser  identify  and  employ  a  healthy,  personally  rewarding  leisure  lifestyle 
without  the  use  of  alcohol.  The  importance  of  an  appealing  alternative  leisure 
lifestyle  seems  even  more  crucial  when  we  consider  the  needs  of  the  adolescent 
receiving  treatment  services.  Meeting  this  challenge  requires  that  the 
therapeutic  recreation  professional  stay  abreast  of  research-based  advances  made 
within  the  field  of  alcoholism.  Investigation  and  examination  of  literature  that 
attempts  to  identify  variables  describing  the  adolescent  client  can  assist  in  the 
process  of  identifying  and  employing  effective  treatment   programs. 

Alcohol  use  in  adolescence  has  been  related  to  several  sets  of  variables. 
Situational  factors  such  as  time  spent  in  social  activities  (Gibbons,  Wylie, 
Echterling,  &  French,  1986)  and  perceived  social  control  in  recreational 
activity  involvement  (Perdue  &  Rainwater,  1984)  have  been  studied  as  have 
family  dynamics  (Downs  and  Robertson,  1988)  and  the  interaction  of  peer  and 
parental  influences  (Brook  and  Brook,  1987).  Several  studies  have  attempted 
to  identify  personality  characteristics  that  are  common  in  adolescents  who 
misuse  alcohol.  Specific  traits  that  have  been  suggested  as  characteristic  of  the 
adolescent  drinker  were  identified  by  Mayer  (1988).  These  include  hostility, 
dependency,  poor  impulse  control,  and  depression  (MacKay,  1961);  aggression, 
self-confidence,  independence,  and  physical  activity  level  (McCord  &  McCord, 
1960,  1962);  extroverted  behavior,  denial,  fearlessness,  and  masculinity  (Jones, 
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1968);  and  lower  achievement  value  and  greater  tolerance  of  deviancy  (Jessor, 
Collins,  and  Jessor,  1972).  Mayer  suggests  that  methodological  problems 
coupled  with  the  lack  of  a  clear  definition  of  alcohol  misuse  limit  the  usefulness 
of  these  studies.  They  do,  however,  provide  areas  to  consider  for  possible 
hypotheses.  Mayer's  aim  in  this  particular  study  was  to  build  on  these  research 
efforts  and  compensate  for  their  shortcomings  by  using  instruments  that 
adequately  measure  alcohol  use  and  personality  traits  to  investigate  a  larger 
sample  of  adolescents  in  a  more  narrowly   defined  age  range. 


Description  of  the  Study 

Mayer  randomly  selected  a  sample  of  adolescents  who  were  approximately  16 
years  of  age,  reasoning  that  persons  of  that  age  are  not  yet  affected  by  the  adult 
norms  of  drinking.  He  also  felt  that  the  16-year-old  is  old  enough  to  have  had 
drinking  experiences.  The  subjects  were  third-year  students  (n  =  347)  from  a 
middle-class  suburban  Chicago  high  school. 

A  standardized  instrument  for  measuring  alcohol  use  was  employed.  The 
Adolescent  Alcohol  Involvement  Scale  (AAIS)  (Mayer  and  Filstead,  1979)  is 
a  14-item  test  of  alcohol  involvement  that  uses  a  continuum  scale  that, 
according  to  Mayer,  can  reliably  categorize  the  subject  as  abstainer,  relative 
abstainer,  alcohol  user  who  does  not  display  problematic  behavior,  alcohol 
misuser,  or  alcoholic-like  drinker.  It  should  be  noted  that  no  traditional 
psychometric  measures  of  validity  or  reliability  were   reported  in  this  study. 

The  personality  profile  of  the  subject  was  obtained  using  the  California 
Personality  Inventory  (CPI,  1963),  which  consists  of  480  items  and  yields 
standard  scores  on  18  different  scales,  each  of  which  assesses  one  dimension  of 
interpersonal  behavior.  The  CPI  is  intended  for  assessing  positive  aspects  of 
personality  (versus  pathological  aspects)  and  addresses  characteristics 
considered  important  for  social  living  and  interaction.  Reliability  coefficients 
vary  from  .49  to  .87  for  the  various   scales  included  in  the  inventory. 

Both  instruments  were  administered  in  a  classroom  setting  on  two  consecutive 
days.  Confidentiality  and  anonymity  were  assured  by  the  testers.  Subjects 
completed  a  demographic  questionnaire  in  addition  to  the  instruments. 
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Results 

According  to  AAIS  classifications,  2%  of  the  subjects  were  absolute  abstainers; 
12%  were  relative  abstainers;  63%  were  moderate  drinkers;  29%  were  alcohol 
misusers  and  2%  were  alcoholic-like  drinkers. 

One-way  analysis  of  variance  was  performed  on  the  CPI  scales  and  alcohol 
involvement  categories  as  detected  by  the  AAIS.  A  multiple  range  test  was 
used  to  identify  where  those  differences  were  manifested.  This  analysis 
depicted  significant  differences  (p<.05)  among  abstainers,  moderate  drinkers, 
and  misusers  on  eight  of  the  CPI  scales.  The  scales  that  reflect  significant 
differences  are:  Sense  of  Weil-Being,  Responsibility,  Socialization, 
Self-Control,  Tolerance,  Achievement  via  Conformance,  Social  Presence,  and 
Flexibility.  This  suggests  that  the  adolescent  misuser  may  have  a  psychological 
profile  that  is  different  from  the  other  two  groups.  It  is  interesting  to  note  that 
the  descriptive  variables  (sex,  family  size,  position  in  family,  religion,  social 
class,  and  maturity  level)  did  not  influence  the  dependent  variable  (AAIS  total 
score).  This  suggests  that  these  variables  do  not  influence  alcohol  use/misuse 
in  adolescents. 


Implications  and  Applications  for  Therapeutic  Recreation 


The  eight  variables  that  were  highly  correlated  with  alcohol  misuse  will  now  be 
explored  in  an  effort  to  describe  characteristics  that  appear  to  be  common  in 
adolescents  who  misuse  alcohol.  Implications  for  therapeutic  recreation  service 
will  be  incorporated  into  this  discussion. 

Sense  of  WelS-Being 

The  fact  that  subjects  categorized  as  misusers  tended  to  score  low  on  this  scale 
suggests  that  they  have  a  negative  feeling  about  themselves  in  general.  Mayer 
elaborates  by  saying  that  they  may  feel  that  something  is  wrong  with  them  and 
are  filled  with  self-doubt  and  worry.  They  tend  to  be  unambitious  and  feel 
constricted.  Also,  they  may  be  highly  defensive  about  themselves  and  may  not 
be  very  active  or  energetic  people. 

Implications.  In  providing  therapeutic  recreation  services  for  clients  who  show 
these  traits,  a  primary  goal  would  be  assisting  the  client  to  develop  leisure 
skills  that  provide   opportunities  to  enhance  self-esteem.    By  developing  these 
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skills  to  a  level  at  which  the  client  feels  proficient,  we  can  expect  some 
feelings  of  success  and  pride  to  result  from  the  practice  and  refinement  of  the 
particular  skill.  Throughout  the  skill  development  process,  it  would  be 
important  to  facilitate  the  internalization  of  these  positive  emotions  by  labeling 
and  discussing  the  client's  affective  response  to  the  experience.  It  is  also 
important  to  realize  that  since  low  self-esteem  may  inhibit  the  ability  to  learn 
new  skills,  there  is  a  probable  need  for  internalizing  sequential 
accomplishments. 

Responsibility 

Low  scorers  (misusers)  on  this  scale  were  seen  as  immature.  Low  scorers  are 
described  as  unambitious,  conventional  in  thought,  impulsive,  and  vengeful. 
Generally,  they  are  unable  to  tolerate  responsibilities  associated  with  adult 
roles. 

Implications.  First,  it  is  important  to  recognize  that  these  traits  may  be 
characteristic  of  the  client.  To  expect  the  misuser  to  be  motivated  to  be  a 
responsible  participant  at  the  onset  of  the  treatment  program  would  seem 
unrealistic.  Thus,  a  legitimate  treatment  area  to  be  addressed  by  all  disciplines 
would  involve  the  development  of  a  sense  of  responsibility.  In  the  therapeutic 
recreation  program,  this  concept  would  be  addressed  and  explored  in 
discussions  and  activities  that  focus  on  self-responsibility  in  leisure  (see  Stumbo 
and  Thompson,  1986).  Throughout  the  course  of  treatment,  as  the  issue  of 
responsibility  is  addressed,  it  would  be  appropriate  to  incorporate  the  concept 
into  program-related  expectations  of  clients.  For  example,  it  may  prove 
valuable  to  involve  clients  in  planning  various  aspects  of  community  outings  as 
part  of  the  leisure  education  component  of  the  program.  Thus,  the  client 
would  be  expected  to  fulfill  some  responsibilities  as  a  member  of  the  group. 

Socialization 

Misusers  were  seen  as  being  socially  immature  and  not  involved  with  the  norms 
of  society.  Again,  the  issue  of  defensiveness  arises  in  this  scale.  These 
individuals  also  tend  to  be  exhibitionistic  and  ostentatious.  Mayer  suggests  that 
"they  are  not  purposefully  non-conformist  but  rather  are  as  a  result  of  their 
differing  psychological  mechanisms"  (1988,  p.  398). 

Implications.  Social  skills  training  as  a  component  of  the  leisure  education 
program  seems  invaluable  in  addressing  these  issues.  Specifically,  discussing 
alternative  responses  when  the     "immature  self"  surfaces  in  interactions  and 
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leisure-related  situations  would  be  an  important  application  of  this  training. 
Since  the  specific  problem  behavior  (alcohol  misuse)  typically  occurs  during  an 
individual's  free  time,  the  leisure  context  will  undoubtedly  prove  to  be  an 
important  arena  for  identifying  and  dealing  with  social  situations  that  the  client 
finds  stressful.  The  ultimate  goal  is  to  help  the  client  identify  ways  to  deal 
with  what  seems  to  be  an  intimidating  social  environment  other  than  through 
the  use  of  alcohol. 

Self-Control 

Misusers  scored  low  on  this  scale.  They  tend  to  have  poor  self-control  and  to 
be  impulsive,  excitable,  and  self-centered.  Mayer  suggests  that  they  tend  to 
over  emphasize  personal  pleasure   and  gain. 

Implications.  The  emphasis  on  personal  pleasure  has  important  implications 
for  leisure  involvement.  Perhaps  this  is  a  case  where  we  might  work  with  the 
personality  trait  instead  of  viewing  it  as  problematic.  Specifically,  we  might 
help  the  individual  recognize  the  element  of  pleasure  as  being  inherent  in  many 
forms  of  leisure  involvement  and  explore  new  leisure  experiences  that  can  be 
accessed  through  a  multitude  of  avenues.  This  issue  is  addressed  by  Orastein 
and  Sobel  (1989)  in  Healthy  pleasures.  Concerning  the  general  trait  of  poor 
self-control,  consistent  exploration  of  alternative  ways  to  respond  to 
provocative  stimuli  would  be  a  focus  of  the  total  treatment  program.  Regarding 
the  general  issue  of  impulsivity  and  self-control,  it  is  important  to  recognize 
the  individual's  need  for  immediate  gratification.  It  would  seem  ill-advised  to 
incorporate  a  system  of  delayed  gratification  into  early  treatment  but  may  be  a 
long-term  goal  worth  exploration. 

Tolerance 

A  specific  trait  found  in  this  scale  is  trust.  Misusers  were  found  to  lack  trust. 
Mayer  describes  the  misuser  as  "suspicious,  defensive,  judgmental  and  not 
accepting  of  other's  attitudes"    (1988,  p.  399). 

Implications.  Specific  trust-building  exercises  and  activities  can  be 
incorporated  into  the  total  treatment  program.  One  application  worth 
investigating  is  the  outdoor  adventure  curricula  which  incorporate  trust  building 
as  a  central  feature.  Wittman  (1987)  found  that  adventure  programs  can  create 
enhanced  cooperation  and  trust  in  adolescents  in  psychiatric  treatment.  Again, 
throughout  treatment,  staff  should  identify  and  explore  episodes  in  which 
suspicious,  defensive,  or  judgmental  attitudes   are  displayed. 
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Achievement  via  Conformance 

The  misuser  is  viewed  as  nonconformist.  Mayer  suggests  that  misusers  become 
easily  disorganized  under  stress  or  pressure  to  conform.  They  seem  insecure 
and  tend  to  be  pessimistic  about   their  future. 

Implications.  Leisure  can  be  viewed  as  a  context  that  allows  unlimited 
self-expression.  The  opportunity  to  express  oneself  through  a  self-directed 
outlet  may  have  great  appeal  to  the  individual  who  feels  stressed  under  pressure 
to  conform.  The  misuser  may  find  leisure  participation  to  be  a  satisfying  outlet 
for  unconventional  self-expression.  In  other  words,  leisure  involvement  may 
provide  a  legitimate  opportunity  to  express  nonconformist  ideas.  The  creative 
arts  may  provide  one  fulfilling  application  for  the  adolescent  client.  Another 
client  may  enjoy  the  nontraditiona!  expressions  of  self  reflected  in  the  martial 
arts.  Thus,  we  see  again  the  therapeutic  benefits  of  exploration  of  new  leisure 
interests.  In  addition,  a  stress  management  program  which  facilitates  the 
acquisition  of  skills  needed  to  address  stressful  situations  may  prove  to  be  a 
valuable  component  of  the  treatment  program.  Finally,  the  development  of 
new  leisure  skills  may  provide  avenues  for  self-development  that  may  affect 
the  clients'  perceptions  of  their  future  directions.  In  essence,  the  individual 
may  develop  a  renewed  interest  in  the  future  through  development  of  an 
"avocationar  career. 

Social  Presence 

Misusers  scored  high  on  this  scale.  They  tend  to  be  spontaneous,  talkative, 
expressive,  and  highly  noticed  by  peers. 

Implications.  These  traits  represent  positive  characteristics.  When  we 
consider  the  number  of  problematic  behaviors  and  attitudes  it  may  be  useful  to 
"celebrate"  the  playful  aspect  of  the  client's  personality  and  explore  ways  to 
channel  this  playful  nature  into  enjoyable  social  interactions  and  leisure 
involvement.  The  issue  of  responsibility  should  be  incorporated  into  this 
exploration  of  rewarding  and  appropriate  day-to-day  expression  of  these  aspects 
of  personality. 

Flexibility 

Misusers  scored  high  on  this  scale,  which  suggests  that  they  are  adventurous, 
rebellious,  concerned  with  personal  pleasure,  and  "willing  to  try  any  new 
behaviors  to  achieve  these  goals  even  if  there  is  risk  involved"  (Mayer,  1988, 
p.  399). 
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Implications.  The  appropriateness  of  therapeutic  recreation  as  an  effective 
intervention  strategy  seems  obvious  when  we  consider  this  aspect  of  the 
misuser's  personality.  The  misuser  tends  to  be  highly  motivated  to  be  involved 
in  pleasurable  experiences  and  in  fact  may  be  motivated  to  experience  risk.  A 
logical  strategy  would  then  incorporate  these  elements  of  pleasure  and  risk  into 
some  type  of  rewarding,  yet  safe  and  socially  appropriate  expression.  Several 
outdoor  recreation  activities,  including  adventure  programming,  could  be 
explored.  A  central  focus  of  the  leisure  education  program  would  involve 
facilitating  both  the  exploration  of  these  new  forms  of  leisure  involvement  and 
the  development  of  the  skills,  knowledge,  and  attitudes  that  would  allow  clients 
to  incorporate  these  new   interests  into  their  individual  lifestyles. 


Summary 

Mayer  contends  that  personality  is  involved  in  the  etiology  of  adolescent 
alcohol  misuse  but  that  full  understanding  of  the  role  of  these  identified 
variables  requires  further  exploration.  The  reader  should  interpret  the  results  of 
this  study  with  some  caution.  It  is  important  to  recognize  that  the  personality 
traits  identified  in  this  study  are  common,  rather  than  universal,  traits  of  the 
adolescent  alcohol  misuser.  In  addition,  while  this  study  does  provide  some 
important  information  for  our  contemplation,  many  factors  should  be 
considered  when  designing  programs  to  meet  the  needs  of  adolescents  who 
misuse  alcohol.  The  effects  of  life  experiences,  social  and  family  networks, 
and  the  day-to-day  lifestyle  of  the  individual  client  are  extremely  important 
considerations.  With  these  cautions  in  mind,  recognition  of  some  common 
personality  traits  of  adolescents  who  misuse  alcohol  may  prove  valuable  in 
developing  intervention  strategies.  Self-esteem,  sense  of  responsibility, 
socialization,  self-control,  trust,  social  presence  and  sense  of  adventure  are 
concepts  that  are  regularly  addressed  in  therapeutic  recreation  services. 
Incorporating  intervention  strategies  based  on  a  recognition  of  these  traits  as 
common  characteristics  of  the  adolescent  alcohol  misuser  can  provide  an  avenue 
for  improving  the  effectiveness  of  our   intervention  programs. 
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One  of  the  goals  of  therapeutic  recreation  in  physical  rehabilitation  facilities  is 
to  promote  positive  leisure  behavior  of  their  clients  and  to  facilitate  quality  life 
experiences  after  discharge.  In  pursuing  this  goal,  TRSs  encounter  many 
obstacles  as  a  result  of  the  perceptions  and  attitudes  of  their  clients.  One  of 
these  obstacles  is  a  client's  refusal  to  participate  in  therapeutic  recreation 
services. 

This  article  critically  reviews  Searle  and  Iso-Ahola's  (1988)  research  on 
self-assessed  health  status,  the  degree  of  choice  in  becoming  retired,  and  leisure 
attitude  as  indicators  of  leisure  behavior  among  retired  adults.  Applications  of 
their  findings  help  explain  why  some  individuals  are  hesitant  to  participate  in 
therapeutic  recreation  services.  Implications  for  the  delivery  of  treatment 
services  are  discussed,  as  well  as  the  role  of  leisure  education  in  influencing 
leisure  behavior.  As  a  result  of  this  review  and  application,  the  scope  of  the 
challenge  of  promoting  positive  leisure  behavior  becomes  evident,  thus 
substantiating  the  value  of  combining  research  and  practice. 


Description  of  the  Study 

Searle  and  Iso-Ahola  (1988)  studied  factors  that  contribute  to  leisure  behavior 
in  340  retired  elderly  subjects  in  an  effort  to  explain  the  leisure  involvement  of 
older  adults.  Three  predictors  were  hypothesized  to  have  a  direct  positive  effect 
on  leisure  participation.  These  were:  self-assessed  health  status,  leisure  attitude, 
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and  choice  in  becoming  retired.  A  fourth  hypothesis  predicted  an  indirect 
relationship  between  the  variables;  specifically  that  leisure  participation  would 
be  affected  by  present  health  status  and  choice  in  becoming  retired,  since  these 
elements  have  a  positive  effect  on  leisure  attitude. 

In  this  study,  a  sub-sample  was  chosen  from  a  total  sample  of  1,185  subjects 
gathered  in  an  earlier  study  conducted  by  the  Manitoba  Department  of  Culture, 
Heritage  and  Recreation  in  1986,  which  addressed  the  leisure  needs  of 
Manitobans  aged  55  and  over.  In  the  1986  study,  the  final  sample  included  632 
respondents  who  demographically  represented  Manitobans  in  this  age  group.  Of 
this  632,  340  were  retired  and  subsequently  became  the  sub-sample  for  the  1988 
study  presently  in  review. 

The  instrument  used  for  the  1988  study  was  a  mailed  questionnaire  derived  from 
that  used  in  1986.  Subjects  were  asked  to  rate  their  present  health  status  on  a 
scale  of  excellent  to  poor.  Their  degree  of  choice  in  retiring  was  measured  on 
a  scale  ranging  from  forced  to  retire  to  chose  to  retire.  Crandall  and  Slivken's 
(1980)  Leisure  Ethic  Scale  was  used  to  determine  leisure  attitude.  Two 
components  of  leisure  behavior  were  assessed  through  subjects'  indication  of 
their  participation  in  25  particular  activities  over  a  12-month  period.  These 
components  were  intensity  and  diversity  of  leisure  activities.  The  activities 
examined  were  basically  physical,  cultural,  or  sedentary  in  nature.  Subjects 
indicated  their  frequency  of  participation  as  well  as  the  number  of  different 
leisure  activities  in  which  they  engaged. 

Data  collected  from  the  instrumentation  were  analyzed  via  a  path  model  to 
identify  the  direct  and  indirect  effects  of  the  variables  in  relation  to  each  other, 
as  well  as  in  relation  to  the  25  individual  leisure  activities. 


Results 

Searle  and  Iso-Ahola  found  that  two  of  their  four  hypotheses  were  substantiated 
by  the  data  analyzed.  First,  the  results  indicated  a  positive  relationship  (beta  = 
.267)  between  leisure  attitude  and  leisure  behavior.  Retired  older  adults  with 
more  positive  leisure  attitudes  than  their  negative  counterparts  participated  more 
frequently  and  more  diversely  in  activities.  Second,  a  significant  positive 
relationship  (beta  =  .205)  between  present  health  status  and  leisure  behavior 
was  found.  Better  health  is  related  to  participation  in  more  activities  and  at  a 
higher  rate  of  frequency.  Health  status  was  also  found  to  significantly  influence 
the  degree  of  choice  in  retiring,  with  a  correlation  coefficient  of  .  17. 

50 


Cevallos:    Positive  Leisure  Behavior 

Two  other  hypotheses  were  not  supported  by  the  study.  First,  leisure  behavior 
was  not  affected  by  the  degree  of  choice  in  retiring  from  employment  (beta  = 
.036).  Second,  results  indicated  that  health  status  and  choice  in  retiring  did  not 
directly  affect  leisure  attitude,  and  therefore  do  not  indirectly  affect  leisure 
behavior  through  leisure  attitude. 

When  the  25  leisure  activities  were  tested  as  dependent  variables,  Searle  and 
Iso-Ahola  found  some  significant  influences  on  participation.  Leisure  attitude 
influenced  participation  in  60%,  or  15  of  25  activities  analyzed.  Degree  of 
choice  in  retiring  affected  involvement  in  cultural  arts  activities  and  table 
games/cards.  Present  health  status  directly  affected  nine  activities,  most  of 
which  were  more  physically  oriented.  Eight  activities  were  influenced  by  more 
than  one  of  three  predictors  mentioned  above. 

From  the  results  obtained,  Searle  and  Iso-Ahola  developed  some  conclusions 
contributing  to  therapeutic  recreation  practice: 

The  relationship  of  present  health  status  to  leisure  behavior 
suggests  that  individuals  must  possess  satisfactory  health  in 
order  to  engage  in  leisure  activities.  Therefore  programs 
should  aim  to  increase  or  maintain  the  health  of  older  adults. 
Furthermore,  since  leisure  attitude  influences  leisure  behavior, 
leisure  education  should  be  a  major  focus  of  therapeutic 
recreation  professionals,    (pp.  44-45). 


Implications  and  Applications  for  Therapeutic  Recreation 

Health  Status  and  Treatment  Intervention 

The  finding  that  present  health  status  significantly  affects  leisure  behavior  offers 
both  an  explanation  for  some  of  the  obstacles  encountered  by  TRSs  in  the 
physical  rehabilitation  field,  as  well  as  some  suggestions  to  ameliorate  these 
problems.  In  practice,  professionals  often  face  three  basic  types  of 
uncooperative  patients.  Some  are  overwhelmingly  preoccupied  with  health 
status  and  refuse  to  consider  engaging  in  recreation.  Others  consider  their  top 
priority  to  be  improving  physical  abilities  and  believe  that  therapeutic  recreation 
does  not  contribute  to  this  goal.  Still  others  maintain  an  inappropriately  low 
perception  of  their  health  status  and  dismiss  the  possibility  of  re-engaging  in 
premorbid  or  newly  acquired  leisure  activities.  All  of  these  patient  types  appear 
to  base  a  great  portion  of  their  leisure  behavior  on  their  state  of  health.  The 
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research  presently  being  reviewed  substantiates  this  and  concludes  that  TRSs 
must  implement  intervention  to  achieve  the  maintenance  or  improvement  of 
patients'  health.  Taking  this  one  step  further,  the  author  believes  that  therapists 
must  also  focus  on  improving  the  patients'  perception  of  their  health  status. 

Kemp  (1988)  explained  that  older  adults  perceive  certain  tasks  as  more  difficult 
than  do  younger  adults,  revealing  lower  levels  of  self-confidence  or  a  deficit  in 
self-assessed  abilities.  He  concluded  that  rehabilitative  tasks  should  enable  older 
persons  to  experience  more  success.  In  direct  application  the  TRS  must 
appropriately  adapt  activities  to  provide  enough  challenge  to  promote  increased 
health,  while  allowing  measures  of  success  to  be  achieved. 

However,  if  patients  are  unaware  of  their  limitations  and  hold  unrealistic  hopes 
for  full  recovery,  the  effect  on  leisure  behavior  could  be  detrimental.  It  may 
cause  them  to  engage  in  recreational  activities  that  are  unsafe  or  that  result  in 
unexpected  failure.  The  TRS  in  this  case  needs  to  act  with  reasonable  foresight 
and  supportive  assistance.  It  may  not  be  unethical  to  allow  the  patient  to 
attempt  an  unrealistic  task,  which  enables  the  patient  to  experience  failure  under 
the  supervision  of  a  therapist.  This  allows  the  patient  to  discuss  feelings  and 
receive  guidance  on  adaptations  or  alternatives  that  will  promote  positive 
outcomes. 

Of  course,  even  with  the  patients  who  realistically  perceive  their  health  status, 
the  challenge  can  be  just  as  great.  Some  older  persons  who  realize  that  their 
limitations  prevent  them  from  performing  activities  in  the  same  manner  as  in  the 
past  would  rather  not  participate  in  them  in  the  present.  Then  the  focus  needs 
to  be  on  educating  the  patients  on  the  physical,  cognitive,  social  and 
psychological  benefits  of  leisure  as  they  positively  contribute  to  health  status. 
Kemp  (1988)  specified  that  older  adults  expect  to  achieve  fairly  immediate, 
concrete  results  from  administered  treatment;  results  that  assist  them  in 
functioning  on  a  daily  basis  with  a  reasonable  quality  of  life.  Although  concrete 
measures  of  therapeutic  recreation  outcomes  can  be  difficult  to  prove  at  times, 
they  are  not  impossible.  Some  practical  examples  will  be  discussed  that 
illustrate  that  if  intervention  improves  health  status,  then  it  can  also  improve 
leisure  behavior. 

The  exact  definition  of  health  status  as  it  pertains  to  the  study  reviewed  here  was 
not  identified  by  the  researchers.  Perhaps  it  can  be  surmised  that  it  referred  to 
a  client's  physical  condition.  However,  for  the  purposes  of  this  review,  let  us 
consider  that  health  status  includes  cognitive,  social,  and  psychological  aspects 
as  well.    In  order  to  affect  clients'  leisure  behavior,  TRSs  must  first  inform 
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them  of  the  goals  of  specific  recreational  modalities.  For  example,  playing  pool 
can  assist  in  increasing  dynamic  standing  balance,  ambulation,  and  upper 
extremity  gross  motor  coordination.  Participating  in  a  game  of  table  tennis 
requires  proper  weight  shifting,  trunk  control,  and  eye/hand  coordination. 
Although  the  client  may  not  want  to  participate  in  these  activities  after 
discharge,  it  must  be  stated  that  this  is  not  the  primary  short-term  goal  of  the 
therapist.  Rather,  the  goal  is  the  improvement  of  the  client's  health  status, 
which  will  maximize  his  or  her  post  discharge  leisure  opportunities. 

In  the  same  way,  patients  need  to  know  that  certain  table  games/card  games 
assist  in  the  development  of  problem-solving  and  memory  skills,  as  well  as  fine 
motor  coordination.  Several  question-oriented  board  games  and  crossword 
puzzles  promote  verbal  expression  as  well  as  auditory  and  reading 
comprehension.  If  the  patients  realize  these  benefits  and  actually  improve  their 
health  status  as  a  result,  they  will  be  more  apt  to  pursue  the  same  or  similar 
leisure  activities  after  discharge.  However,  these  arguments  alone  may  not 
influence  their  leisure  behavior  if  they  have  a  negative  leisure  attitude. 

Leisure  Education 

This  study  implies  that  a  positive  leisure  attitude  may  increase  diversity  and 
frequency  of  participation  in  leisure  activities.  Since  leisure  counseling  explores 
the  attitudes  and  values  of  patients,  it  seems  the  appropriate  avenue  by  which  to 
influence  leisure  behavior.  Backman  and  Mannell  (1979)  found  that  "increased 
length  of  exposure  to  a  leisure  education  program  had  significant  positive  effects 
on  leisure  attitudes  and  self-concept. "  A  valuable  instrument  that  could  be  used 
in  this  case  is  the  Leisure  Diagnostic  Battery  (LDB).  The  LDB,  designed  by 
Witt  and  Ellis  (1986),  focused  on  clients'  perceived  freedom  in  leisure  as  a 
major  indicator  of  their  leisure  functioning.  Part  I  of  Version  A  of  the  LDB 
contains  five  scales  to  measure  perceived  freedom,  all  of  which  can  be  applied 
to  leisure  counseling  in  physical  rehabilitation. 

In  particular,  the  Perceived  Leisure  Competence  scale  and  the  Perceived  Leisure 
Control  scale  can  help  to  ascertain  how  patients  with  physical  disabilities 
perceive  both  their  performance  in  leisure  activities  and  their  control  over  the 
multiple  outcomes  of  their  experiences.  The  Leisure  Needs  scale,  which 
measures  need  satisfaction  through  recreation  and  leisure,  aids  in  determining 
leisure  attitudes  regardless  of  disability.  It  is  designed  to  assess  aspects  of  what 
internally  motivates  an  individual  in  regard  to  leisure.  These  "motivators"  could 
be  used  directly  within  rehabilitative  treatment  sessions  to  promote  desired  goal 
achievement. 
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Part  II  of  the  Barriers  to  Leisure  Involvement  scale  (LBD),  helps  to  identify  the 
obstacles  encountered  when  pursuing  recreation  participation.  Then  TRSs  can 
discuss  with  their  patients  how  these  barriers  influence  their  attitudes  toward 
leisure  involvement.  For  example,  if  going  out  to  dinner  is  a  major  effort  for 
an  elderly  stroke  patient  because  he  has  to  worry  about  wheelchair  accessibility, 
transportation,  social  partners,  urinary  incontinence,  or  medications,  can  the 
effort  be  worth  the  benefits?  The  personalized  answer  can  be  an  indication  of 
leisure  attitude. 

Once  the  leisure  attitude  of  a  patient  has  been  assessed  and  discussed,  the  TRS's 
next  challenge  is  to  implement  programs  that  will  aid  in  the  development  or 
maintenance  of  a  positive  leisure  attitude.  If  the  programs  simultaneously 
promote  improved  health  status,  then  leisure  behavior  assuredly  will  be 
enhanced.  A  wellness  program  is  an  example  of  such  a  programs  and  will  be 
discussed  next. 

Wellness  Programs 

Wellness,  as  defined  by  its  modern  proponent,  Dunn  (1961),  integrates  physical, 
mental,  emotional,  spiritual,  intellectual,  and  social  aspects  of  a  person's 
environment  as  part  of  one's  total  well-being.  Theoretically  therapeutic 
recreation  inherently  connects  with  the  wellness  movement  by  virtue  of  the 
health  improvement  and  leisure  development  goals  it  seeks  to  achieve.  Wellness 
programs  incorporate  five  areas  of  a  person's  lifestyle:  nutrition  and  weight 
control,  physical  fitness,  stress  management,  safety,  and  leisure  activities  (Keller 
&  Turner,  1986).  The  programs  require  participants  to  take  an  active  role  in 
planning  and  developing  activities  so  that  they  will  be  more  meaningful  and  will 
promote  long-term  behavior  change  (Fall  Creek  &  Stam,  1982).  Techniques 
used  include  discussion  groups,  experiential  exercises,  role  playing,  films, 
reading  materials,  and  peer  reviews  (Keller  &  Turner,  1986). 

A  program  containing  these  elements  could  be  significant  for  therapeutic 
recreation  in  physical  rehabilitation.  The  fact  that  it  focuses  on  topics  relating 
to  health  status  and  physical  condition  is  very  appropriate  and  will  influence 
leisure  behavior.  Programs  that  address  leisure  participation  as  an  integral  part 
of  one's  total  well-being  will  also  promote  positive  effects  on  leisure  attitude 
and  behavior.  The  results  of  the  program  are  very  clear  and  concrete  and 
therefore  more  readily  accepted  by  the  patients. 
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In  addition,  the  role  of  the  patient  in  decision  making  and  planning  warrants 
some  consideration.  Decision  making  and  planning  are  important 
responsibilities  for  patients  who  are  already  experiencing  a  loss  of  control  over 
their  lives  because  of  acute  and  chronic  limitations.  A  postdischarge  patient 
who  previously  had  entrusted  most  of  the  decision  making  to  the  more 
knowledgeable  therapists  and  had  allowed  them  to  choose  and  initiate  activities 
is  now  faced  with  making  those  decisions  independently.  Therefore,  wellness 
programs,  with  their  emphasis  on  patient  involvement  help  smooth  the  transition 
to  home  and  ensure  better  carryover. 


Summary 

The  research  conducted  by  Searle  and  Iso-Ahola  (1988)  determined  that  leisure 
attitude  and  self-assessed  health  status  significantly  affect  leisure  behavior  in 
retired  adults.  When  applying  these  findings  to  a  physical  rehabilitation  setting, 
therapeutic  recreation  specialists  are  advised  to  focus  on  several  elements  within 
treatment.  First,  they  must  communicate  to  the  patient  the  goals  of  their 
intervention  on  the  physical,  cognitive,  psychological  and  social  status  of  the 
patient.  Accordingly,  intervention  that  includes  wellness  programs  could  be 
appropriate.  Second,  therapists  should  aim  to  understand  and  influence  the 
leisure  attitudes  of  their  patients.  Leisure  education,  using  instruments  like  the 
Leisure  Diagnostic  Battery,  is  a  valuable  means  of  attaining  this  goal.  Also, 
independent  decision  making  and  planning  for  leisure  should  be  encouraged  and 
facilitated  by  the  TRS.  These  experiences  then  influence  patients'  perceptions 
of  abilities  and  health  status,  while  also  influencing  their  postdischarge  leisure 
behavior. 

These  are  only  a  few  suggestions  for  determining  and  promoting  satisfying 
leisure  behavior  among  adults  with  physical  disabilities  in  a  rehabilitation 
setting.  The  task  remains  a  complicated  and  challenging  one  that  can  only  be 
successfully  undertaken  with  continued  research  and  practice  by  therapeutic 
recreation  specialists. 
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Investigating  the  leisure  patterns  among  urban  black  Americans  has  continued 
to  challenge  social  and  behavioral  scientists.  The  unique  social  order  indigenous 
to  black  Americans  has  often  been  ignored  in  research  studies  which  primarily 
compared  the  leisure  behavior  of  white  Americans  to  black  Americans.  This 
type  of  comparative  research  may  not  be  a  complete  indication  of  specific  leisure 
lifestyles  of  urban  black  Americans.  Variations  within  the  black  American 
culture  cannot  be  explained  through  white  American  participation. 

Previous  comparative  studies  on  the  leisure  behaviors  of  black  Americans, 
according  to  Woodard  (1988),  have  demonstrated  that  black  Americans  are  more 
likely  to  participate  in  urban  leisure  activities  rather  than  wildland  outdoor 
recreation  activities.  The  social  class  structure  of  blacks  and  racial  barriers  in  the 
pre-civil  rights  era  may  account  for  this  difference  in  leisure  participation. 

The  ethnicity  model  attempted  to  explain  leisure  behavior  by  assuming  that 
black  Americans  have  a  single  set  of  values  and  norms.  Black  Americans  were, 
therefore,  influenced  by  family  and  peer  pressure  to  restrict  the  variety  of 
recreation  activities  and  stay  within  their  neighborhood.  Shils  (1970),  however, 
pointed  out  that  variance  from  a  central  value  system  may  exist  within  an  ethnic 
group.  Other  studies  suggested  that  the  behavior  and  attitude  patterns  of  black 
Americans  are  adaptive  responses  to  historical  and  environmental  conditions 
(Nadel,  1951;  Spindler,  1977;  Titiev,  1954).  Racism  and  discrimination 
(Kronus,  1971)  as  well  as  region  of  origin  (Craig,  1972;  Tannenbaum,  1947; 
Millner,  1987)  also  affected  cultural  patterns  of  black  Americans. 
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This  article  reviews  the  research  of  Woodard  (1988),  which  assesses  the  extent 
to  which  social  class  and  intragroup  regionality  of  urban  black  Americans 
determine  leisure  behavior.  Not  only  are  the  results  of  this  research  significant 
to  therapeutic  recreation  programming,  but  the  discussion  centering  on  the  black 
American  culture  is  equally,  if  not  more,  important.  The  relevance  of  these 
findings  for  therapeutic  recreation  specialists  and  the  ramifications  of  cultural 
differences  in  the  therapeutic  setting  are  presented. 


Description  of  the  Study 

The  population  for  Woodard's  study  was  drawn  from  residents  living  in  the 
Western  Avenue  Corridor  (WAC)  of  southwest  Chicago  who  had  published 
telephone  numbers.  Household  heads  or  members  who  were  at  least  21  years 
old  and  who  identified  themselves  and  their  family  as  black  or  Afro-American 
were  included  in  this  study.  The  individual  households  were  drawn  from 
clusters  of  household  units  at  randomly  selected  geographic  areas  within  the 
WAC.  Telephone  interviews  lasting  20-25  minutes  were  conducted  with  a 
weighted  sample  of  350  households. 

Social  class  and  regionality  were  the  independent  variables  of  this  study. 
Occupation  and  education  determined  the  lower  social  class  and  middle  social 
class  dimensions.  Residence  for  the  first  16  years  of  life  in  the  geographic  areas 
of  either  the  urban  North  or  the  rural  South  was  used  to  classify  respondents  by 
intragroup  regionality.  The  dependent  variable  was  participation  in  urban 
leisure  activities.  Twenty-four  urban  leisure  activities  were  categorized  as  either 
metropolitan,  informal  domestic,  or  night  life.  Metropolitan  activities  required 
travel  outside  the  neighborhood  and  proper  attire.  Additional  characteristics 
included  the  acquisition  of  training,  equipment,  knowledge,  and/or  a  "cultural 
appreciation"  gained  by  higher  education.  Informal  domestic  activities  were 
community-based,  usually  taking  place  in  the  home  or  neighborhood.  These 
activities  required  far  less  financial  commitment,  training,  stylized  dress,  and 
education  than  metropolitan  activities.  Night  life  activities  were  characterized 
by  participation  that  extended  until  the  early  hours  of  the  morning  and  that 
required  proper  attire  and  travel  outside  the  neighborhood. 

Additional  variables  related  to  social  class  were  considered.  These  variables 
included  age,  sex,  home  ownership,  number  of  children,  number  of  employed 
adults,  and  classism  (the  belief  that  one  should  recreate  only  within  one's  own 
social  class  group).  Variables  related  to  intragroup  regionality  were  fear  of  race 
prejudice  (feeling  safer  from  racial  prejudice  while  in  own  neighborhood), 
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discrimination  (racial  discrimination  experienced  in  previous  year),  co-racism 
(social  interaction  with  other  black  Americans),  and  criticism  (interracial  social 
interaction).  Three  steps  were  involved  with  the  analysis  of  data.  First,  the 
urban  leisure  activities  were  ranked  according  to  frequency  of  participation. 
Second,  a  correlation  matrix  was  formulated  that  correlated  social  class, 
regionality,  and  related  variables.  Third,  discriminant  analysis  was  performed 
to  identify  which  variables  determined  leisure  behavior  of  the  respondents. 


Results 

Woodard  found  that  seven  of  the  top  eight  leisure  activities  among  black 
Americans  were  from  the  informal  domestic  classification.  The  five  activities 
ranked  as  most  popular  were  looking  at  television/listening  to  the  radio, 
barbecuing/cooking  out,  visiting  family,  having  friends  over,  and  reading 
newspapers/magazines.  Metropolitan  activities  such  as  going  to  the  amusement 
park,  traveling  for  leisure,  visiting  the  public  library,  going  to  the  art 
gallery/museum,  bowling,  and  bicycling  were  ranked  in  the  middle.  Attending 
status-conscious  metropolitan  activities  such  as  formal  balls,  symphony/ 
concerts/theater,  fashion  shows,  and  night  clubs  were  among  the  lower  ranked 
activities.  The  three  least  popular  activities  among  urban  black  Americans  were 
gambling,  attending  conventions,  and  amateur  dramatics  (Table  1). 

Based  on  these  results,  the  following  conclusions  were  made: 

1.  Informal  domestic  activities  are  more  central  to  black  Americans' 
leisure  than  metropolitan  or  night  life  activities. 

2.  Overall,  social  class  contributed  to  determining  participation  in  13  of 
24  activities,  while  regionality  contributed  to  participation  in  10 
activities. 

3.  Social  class,  sex,  age,  and  the  number  of  full-time  employed  adults  in 
the  household  are  determinants  for  participation  in  metropolitan 
activities. 

4.  Regionality,  the  number  of  full-time  employed  adults  in  the  household, 
and  discrimination  were  key  variables  for  participation  in  informal 
domestic  activities. 

5.  Urban  northern  blacks  were  more  likely  to  participate  in  informal 
domestic  activities  than  blacks  from  the  rural  South. 

6.  Age  and  number  of  full-time  employed  adults  in  the  household  were 
significant  variables  for  participation  in  night  life  activities. 
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TABLE  1 

Ranking  of  Urban  Leisure  Activities  by  Percentage 
of  Respondents  Who  Participated,  N  =  350 


Activity 

Classification 

Rank 

%  Participation 

Top-ranked  activities 

Looking  at  TV/ 

IF 

1 

97 

Listening  radio 

Barbecuing/Cooking  out 

IF 

2 

96 

Visiting  family 

IF 

3.5 

95 

Having  friends  over 

IF 

3.5 

95 

Reading  newspaper/mags 

IF 

5 

94 

Eating  Out  at  Restaurants 

M 

6 

86 

Going  to  movies 

IF 

7 

83 

Playing  cards 

IF 

8 

69 

Mid-ranked  activities 

Disco  dances 

NL 

9.5 

68 

Amusement  parks 

M 

9.5 

68 

Traveling 

M 

11 

67 

Rapping/Talking 

IF 

12 

65 

Library 

M 

12 

63 

Art  gallery/museums 

M 

12 

62 

Bowling 

M 

15 

57 

Bicycling 

M 

16 

56 

Lower-ranked  activities 

Playing  musical  instrument 

M 

17 

54 

Bars/Lounges/Night  clubs 

NL 

18 

50 

Formal  balls 

M 

19 

42 

Symphony /Concerts/Theater 

M 

20 

40 

Fashion  shows 

M 

21 

39 

Gambling 

NL 

22 

16 

Conventions 

M 

23 

15 

Amateur  dramatics 

M 

24 

7 

Note:    NL  =  Night  Life,  M  =  Metropolitan,  IF  =  Informal  Domestic 
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This  analysis  showed  that  both  social  class  and  regionality  contribute  to  the 
determination  of  leisure  behavior  among  black  Americans.  When  social  class 
and  regionality  are  combined  with  other  variables  such  as  age,  sex,  the  number 
of  full-time  employed  adults  in  the  household,  and  discrimination,  leisure 
behavior  is  more  effectively  explained.  Findings  support  both  a  vertical  and 
horizontal  differentiation  among  the  black  Americans  in  the  post-civil  rights  era 
social  structure. 

Limitations  of  the  Study 

Woodard  (1988)  noted  that  caution  must  be  used  in  generalizing  the  findings  of 
this  research  because  a  single  community  was  studied.  The  research  method  of 
using  telephone  interviews  initially  limited  the  population  size  because 
approximately  40%  of  the  telephone  numbers  in  Chicago  are  unlisted.  Another 
limitation  involved  collapsing  the  original  five-class  index  into  two  classes 
during  the  analysis  of  the  study.  This  process,  however,  was  justified  to  further 
discern  the  divisions  in  the  economic  order  of  black  Americans. 

A  possible  limitation  identified  by  this  reviewer  is  the  design  of  the  survey 
instrument  used  in  the  study.  No  previous  research  was  indicated  to  support  the 
construction  of  the  instrument.  Another  limitation  is  use  of  the  telephone 
interview  to  collect  data.  Because  the  interviewer  must  personally  evaluate  the 
trustworthiness  of  the  respondent  and  because  the  interview  was  somewhat 
lengthy,  the  respondent  may  give  unreliable  information,  thus  discouraging 
accurate  data  collection. 


Implications  and  Applications  for  Therapeutic  Recreation 

The  leisure  behaviors  exhibited  by  urban  black  Americans  were  analyzed  with 
relationship  to  the  elements  of  social  class  and  intragroup  regionality  by 
Woodard  (1988).  This  research  also  addressed  the  unique  history  of  black 
Americans  and  the  various  environmental  and  cultural  barriers  faced  by  this 
ethnic  group.  There  was  no  differentiation  present. 

The  therapeutic  recreation  literature  abounds  with  valuable  programs  that  have 
been  designed,  implemented,  and  evaluated  for  individuals  with  physical, 
mental,  emotional,  and  social  limitations.  Before  these  programs  are  used  in  a 
multi -cultural  setting,  however,  an  introspective  search  by  the  therapist  is 
needed.  The  following  discussion  will  address  the  inferences  made  by  Woodard 
in  relation  to  the  black  culture  and  the  implications  of  these  inferences  for 
therapeutic  recreation. 
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The  Therapeutic  Recreation  Service  Model 

The  Therapeutic  Recreation  Service  Model  (Peterson  &  Gunn,  1984)  for  leisure 
involvement  is  one  model  for  delivery  of  therapeutic  recreation.  The  three 
categories  of  the  model  are  treatment,  leisure  education,  and  recreation 
participation.  The  intervention  techniques  used  by  therapeutic  recreation 
specialists  (TRS)  are  dependent  upon  the  nature  of  the  individual  client  and  the 
purpose  of  the  program.  Not  all  techniques  and  intervention  skills  are 
appropriate  to  all  clients  in  all  treatment  centers.  The  critical  phase  of  the 
delivery  system,  according  to  Peterson  and  Gunn,  is  "the  initial 
conceptualization  of  client  needs  and  the  design  of  the  basic  service  structure" 
(p.  14). 

When  addressing  this  "initial  conceptualization"  as  well  as  more  content-specific 
issues  with  black  American  clients  in  a  cross-cultural  therapeutic  recreation 
setting,  both  clinical  and  community-based  recreation  professionals  who  adhere 
to  the  Therapeutic  Recreation  Service  Model,  or  any  other  therapeutic  recreation 
model,  must  be  aware  of  the  history  and  culture  of  black  Americans. 

Historical  Perspective  of  Black  Americans 

The  history  of  black  people  has  both  bound  them  together  and  separated  them 
from  the  dominant  culture  in  America.  One  of  the  most  important  factors  that 
shaped  the  social,  economic  educational,  political,  and  psychological 
development  of  black  Americans  was  slavery  (Smith,  1981).  The  view  that 
blacks  were  genetically  inferior  and  inadequate  compared  to  whites  was 
supported  in  the  U.S.  Constitution  by  the  "three-fifth's  black  man"  clause, 
which  allowed  slaveholders  additional  votes  in  Congress.  This  pre-Civil  War 
document  provided  a  psychological  and  political  advantage  to  being  white  in 
America.  Policies  of  segregation  and  discrimination  perpetuated  the  schism 
between  blacks  and  whites  until  the  Civil  Rights  movement  of  the  1960s.  The 
effects  of  racism  on  the  achievements  of  black  Americans  remains  a 
controversial  issue. 

Cultural  Perspective  of  Black  Americans 

Culture  is  the  composite  of  knowledge,  experiences,  beliefs,  values,  and 
attitudes  acquired  by  a  large  group  of  people  over  generations  of  time  (Samovar, 
Porter,  &  Jain,  1981).  It  is  a  complex,  abstract,  and  pervasive  pattern  for  living 
manifested  by  language  and  behavior.  Cultures  are  defined  by  racial,  ethnic, 
economic,  religious,  and  geographical  characteristics,  and  are  manifested  by 
language  and  behavior  patterns.  It  is  important  to  remember  that  there  are  broad 
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ranges  of  behavior  as  well  as  important  class  and  geographic  distinctions  within 
the  black  culture. 

The  black  culture  is  a  people-oriented  culture,  which  fosters  humanism,  family 
kinship,  and  service  to  the  community.  Within  the  black  family  there  is  a 
deemphasis  on  rigid,  sex-linked  roles  (Billingsley,  1969).  Both  men  and  women 
share  in  the  household  responsibilities  of  child  care  and  work  outside  the  home. 
The  black  family  uses  the  extended  family  as  a  support  base  by  frequently 
interacting  with  relatives  and  gaining  assistance  with  child  care  (Smith,  1981). 
Traditionally,  religion  has  played  a  focal  part  in  black  culture  for  spiritual 
strength  and  guidance.  Furthermore,  the  personality  and  inner  feelings  of  black 
Americans  have  been  vividly  expressed  through  the  art  forms  of  music  and 
dance. 

The  above  issues  are  often  addressed  as  components  of  lei-sure  education 
programs  and  should  reflect  such  cultural  dimensions.  For  example,  the  leisure 
resource  component  deals  with  the  knowledge  of  and  the  ability  to  use  a  variety 
of  appropriate  and  available  leisure  assets,  including  personal,  familial,  and 
community  resources  (Peterson  &  Gunn,  1984).  If  sex-linked  roles  are 
deemphasized  within  family  and  work  contexts  in  the  black  culture,  then  this 
should  also  be  addressed  in  leisure  contexts  as  a  personal  resource.  Extended 
families  and  religious  institutions  and  activities  should  also  be  identified  and 
explored  as  leisure  resources.  Since  music  and  dance  play  a  significant  role  in 
self-expression  within  black  culture,  art  forms  should  be  used  both  as  personal 
leisure  resources  and  in  leisure  skills  development. 

Many  of  the  issues  involved  in  counseling  minorities  are  related  to  cultural 
differences.  Minorities,  for  example,  are  inclined  to  perceive  mental  health  as 
determined  by  the  situation  or  environment,  whereas  whites  tend  to  view  mental 
health  as  independent  of  the  situation  in  which  one  is  involved  (Smith,  1981). 
According  to  Smith,  black  people  are  inclined  to  view  the  role  of  the  counselor 
as  quite  alien.  Because  it  is  considered  a  violation  of  ethics  to  discuss  family 
issues  with  outsiders,  blacks  often  seek  advice  and  counseling  for  personal 
problems  from  the  family  and  church. 

Communication  with  Black  Americans 

Communication  in  our  daily  lives  is  dependent  upon  culture.  Whenever  the 
producer  of  a  message  is  from  one  culture  and  the  receiver  of  the  message  is 
from  another  culture,  intercultural  communication  occurs.  Problems  inherently 
arise  when  the  message  encoded  in  one  culture  must  be  decoded  in  another 
(Samovar,  Porter  &  Jain,  1981).  A  wide  variation  in  differences  occurs  during 
intercultural  communication  becuase  of  the  dissimilarity  between  the  cultures, 
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circumstances,  and  preconceptions.  Judgments  are  made  from  nonverbal  forms 
of  communication  based  on  another's  appearance,  body  movements,  facial 
expressions,  touch,  smell,  and  spatial  distance.  Silence  can  affect  interpersonal 
communication. 

Cultural  considerations,  according  to  Smith  (1981),  have  "determined  how 
counselors  define  the  needs  of  a  client,  how  they  function  in  the  therapeutic 
situation,  how  they  determine  treatment,  cure,  and  even  reality  itself"  (p.  162). 
A  major  barrier  in  counseling  is  the  inability  of  a  counselor  to  establish  rapport 
and  a  relationship  of  trust  with  a  culturally  different  client  (Sue,  1981). 
Counseling  can  be  both  ineffective  and  destructive  when  the  emotional  climate 
is  negative  and  when  little  trust  and  understanding  exist  between  counselor  and 
client.  Self-disclosure  and  establishment  of  a  working  relationship  can  be 
delayed  or  prevented  if  the  client  is  suspicious,  apprehensive,  anxious,  resentful, 
or  hostile  toward  the  counselor.  In  a  cross-cultural  counseling  situation,  a 
counselor  who  is  perceived  as  credible  is  more  likely  to  evoke  trust,  motivation 
to  change,  and  self-disclosure  from  the  client  (Sue,  1981). 

Perceptual  differences  is  a  concept  that  cannot  be  overlooked  in  the  counseling 
process.  Everyone  views  the  world  differently,  and  members  of  one  culture 
share  certain  perceptions  that  differ  from  those  of  other  cultures  (Hoopes,  1979). 
These  perceptions  are  selective  and  influenced  by  stereotypes  and  prejudices. 
Stereotypes  are  exaggerated  beliefs  associated  with  whole  groups  of  people  that 
are  based  on  lack  of  knowledge  or  inadequate  observations.  For  example, 
"blacks  are  lazy,"  and  "they  all  look  alike,"  are  stereotypical  beliefs.  Prejudice 
refers  to  a  usually  negative  attitude  toward  an  individual  because  of  membership 
in  a  racial  group. 

Both  stereotypes  and  prejudices  are  learned  from  parents,  relatives,  friends, 
teachers,  and  others  with  whom  we  interact  frequently,  through  personal 
experience,  and  through  the  mass  media.  Stereotypes  and  prejudices  are  rigid, 
emotional,  and  highly  resistant  to  change,  and  a  deliberate  and  conscious  choice 
must  be  made  to  overcome  them  (Hoopes,  1979).  The  tendency  is  to  recognize 
the  problem  in  others  and  deny  it  in  ourselves. 

Because  counseling  and  the  therapeutic  process  is  based  on  many  forms  of 
communication  that  are  closely  related  to  perception  and  culture,  counselors  and 
therapists  must  develop  intercultural  learning.  Hoopes  (1979)  suggests 
concentrating  on  the  verbal  and  nonverbal  messages  without  filtering  them 
through  your  own  value  system,  resisting  judgmental  reactions,  and  seeking 
feedback  from  the  client. 
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The  leisure  awareness  component  of  leisure  education  lends  itself  to  an  openness 
to  issues  related  to  cross-cultural  communication.  Leisure  may  be  defined 
differently  and  have  different  benefits  and  values  in  different  cultures  and 
subcultures.  Attitudes  related  to  leisure,  recreation,  and  play  may  also  vary. 
TRSs  should  facilitate  nonjudgmental  exploration  and  discussion  of  cultural, 
societal  and  personal  attitudes,  their  origin  and  impact. 

The  dimensions  of  cross-cultural  human  relations  presented  here  can  be 
translated  into  practical  and  comprehensive  recreation  programs  in  other  ways 
also.  Woodard  (1988)  concluded  that  informal  domestic  activities  were  central 
to  urban  blacks'  leisure,  and  that  social  class  and  economic  status  were  related 
to  leisure  participation.  As  a  result  of  these  findings  the  TRS  can  use  resources 
such  as  municipal  park  and  recreation  departments,  voluntary  youth 
organizations,  and  church  groups,  which  are  community-based  and  far  less 
economically  demanding,  to  establish  and  further  recreation  participation.  It 
was  also  found  that  middle-class  blacks  are  more  likely  to  participate  in 
metropolitan  leisure  activities.  Involving  the  family  in  leisure  planning  and 
supportive  therapy  is  also  consistent  with  the  findings  of  this  study. 


Summary 

In  conclusion,  an  understanding  and  appreciation  of  the  black  culture  precedes 
the  application  of  the  therapeutic  recreation  service  model.  With  conscious 
effort  and  continued  experience  the  therapeutic  recreation  specialist  may  begin 
to  break  down  the  barriers  of  intercultural  communication.  Subsequently,  the 
most  appropriate  treatment  plan  for  the  minority  client,  which  will  develop 
leisure  skills  and  attitudes  and  optimize  leisure  involvement,  will  be  selected. 
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Consumer  advocacy,  quality  assurance  (QA),  and  outcome  evaluation  have  all 
become  critical  issues  within  the  general  health  care  environment  (Lohr,  Yordy, 
&  Thier,  1988).  The  profession  of  therapeutic  recreation  is  being  challenged  to 
monitor  and  document  its  relative  contribution  to  improved  consumer  welfare, 
whether  it  be  within  the  realm  of  leisure  usage  or  other  related  behavioral 
domains.  Given  the  current  lack  of  empirical  research  addressing  outcome 
measurement  within  therapeutic  recreation,  this  mandate  can  appear  to  be 
problematic  to  the  typical  therapeutic  recreation  specialist.  However,  when  we 
scan  the  outcome  measures  that  are  currently  in  use,  one  strategy  appears  readily 
available  for  use  by  the  therapeutic  recreation  specialist  (TRS):  consumer 
(patient)  satisfaction. 

Consumer  outcomes  constitute  one  part  of  the  classic  triad  used  to  define  quality 
care:  structure,  process,  and  outcome  (Lohr,  1988).  The  concept  of  outcome, 
according  to  Lohr,  "directs  attention  specifically  to  the  patient's  well  being;  it 
emphasizes  individuals  over  groups,  and  the  interests  of  unique  patients  over 
those  of  society"  (p.  37).  Outcome  evaluation  is  composed  of  three  major 
measurement  approaches  (Donabedian,  1988). 

The  first  addresses  the  technical  or  scientific  aspect  of  care,  in  which  the  views 
of  the  practitioner  tend  to  dominate.  The  second  approach  incorporates  the 
environmental  concerns  of  the  health  care  facility,  such  as  comfort,  security  and 
cleanliness.  The  last  approach  focuses  on  the  relationship  between  the 
practitioner  and  the  consumer,  measuring  whether  the  level  of  care  was 
acceptable,  pleasing,  and  rewarding.     Research  involving  these  perspectives 
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indicates  that  consumers  desire  equal  emphasis  on  both  the  technical  and 
interpersonal  aspects  of  care.  This  occurs  in  part  because  of  the  logical 
interrelationship  that  exists  between  these  two  dimensions  of  service  delivery 
(Donabedian,  1980). 

The  measurement  of  consumer  satisfaction  involves  a  number  of  varied 
approaches  and  methodologies.  The  most  frequent  is  the  use  of  written 
questionnaires,  which  are  usually  administered  just  prior  to  or  shortly  after 
discharge.  The  content  of  these  questionnaires,  more  often  than  not,  addresses 
the  process  of  care  with  special  emphasis  on  technical  quality  and  interpersonal 
aspects  of  care  (Ware,  Davies-Avery,  &  Stewart,  1983).  Although  it  rarely 
ascertains  patients'  personal  satisfaction  with  the  outcome  of  care,  this  approach 
is  still  an  extremely  valuable  one.  As  Lohr  states:  "The  growing  attention 
given  to  consumers'  views  about  quality  makes  satisfaction  an  increasingly 
important  element  in  evaluating  the  end  results  of  care.  A  high  level  of 
satisfaction  is  seen  as  a  desirable  outcome  in  its  own  right"  (1988,  p.  43). 

The  issue  of  using  consumer  views  as  a  measurement  of  quality  care  has  been 
extensively  debated  (Sigerist,  1970).  The  single  most  negative  argument 
presented  is  that  "patients  lack  the  scientific  and  technical  knowledge  necessary 
to  adequately  assess  quality  of  care"  (Vuori,  1987,  p.  106).  Contrary  to  this 
popular  belief,  research  studies  suggest  that  consumers  are  quite  sensitive  to  the 
issue  of  quality  care  and  that  they  also  have  a  sincere  desire  to  become  more 
knowledgeable  and  involved  in  their  own  medical  decisions  (Leke,  1978; 
Mangen  &  Griffith,  1982;  Oberst,  1984).  A  recently  completed  study 
conducted  by  the  National  Research  Corporation  found  that  between  54%  and 
78%  of  consumers  feel  they  can  identify  the  hospitals  that  provide  quality  care 
(Hays,  1987).  Interestingly,  further  analysis  revealed  that  consumers  stress 
patient  relations  or  providers'  caring  attitudes  (52%)  as  being  most  important  to 
them.  A  highly  qualified  medical  staff  was  mentioned  by  38%  of  the 
consumers,  while  only  20  %  of  the  respondents  stressed  the  need  for  advanced 
technological  services. 

Research  studies  suggest  that  the  definition  of  quality  care  (and  thus  outcome 
measurement)  should  be  viewed  within  a  contextual  framework  that  takes  into 
account  professional  as  well  as  individual  consumer  perspectives.  Considering 
consumer  satisfaction  from  a  subjective  viewpoint  does  not  necessarily  conflict 
with  measuring  health  care  from  a  technical  position.  In  many  respects  it 
enhances  or  validates  the  overall  measurement  results  because  such  an  approach 
takes  into  account  all  aspects  of  the  health  care  environment.  As  Schroeder 
(1988)  states: 
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Each  group—patients  and  families,  physicians,  and  payers—has 
its  own  expectations  for  and  measures  of  quality.  These  may 
or  may  not  coincide  with  (practitioners')  views  of  quality. 
Determining  what  is  right  is  not  so  effective  as  identifying 
what  is  believed  by  these  groups  and  attempting  to  tailor 
services  (to  the  extent  feasible  and  appropriate)  so  as  to  satisfy 
all  individuals  involved,    (p.  IX) 

When  consumer  satisfaction  is  incorporated  as  an  outcome  indicator  of  quality 
professional  practice  (e.g.,  therapeutic  recreation),  it  becomes  increasingly 
important  to  identify  those  behaviors  that  result  in  the  highest  levels  of 
consumer  acceptance  or  rejection.  Such  a  strategy  has  been  advocated  by  health 
care  management  specialists  (Louden,  1989)  and  has  already  been  incorporated 
into  existing  QA  systems  and  employee  incentive  programs  (Burda,  1989). 
However,  prior  to  the  widespread  acceptance  of  consumer  satisfaction  as  a 
viable  outcome  measure,  a  fundamental  understanding  of  the  professional 
behaviors  that  actually  cause  and  influence  high  levels  of  consumer  satisfaction 
is  needed. 

Bader  recently  published  a  research  study  that  directly  addressed  the  issues  and 
concerns  raised  above.  The  study  was  designed  to  measure  professional  practice 
behaviors.  The  reported  results  have  direct  implications  for  therapeutic 
recreation  theory  and  practice. 


Description  of  the  Study 

The  purpose  of  the  study  was  to  determine  the  level  of  consumer  (patient) 
satisfaction  with  nursing  care  behaviors.  A  secondary  objective  was  to 
determine  which  nursing  care  behaviors  are  predictive  of  patient  satisfaction. 
The  study  was  conducted  in  a  250-bed  nonprofit  hospital.  Data  were  collected 
by  "convenience  sampling  from  50  individuals  hospitalized  on  one  of  three 
medical/surgical  units"  (Bader,  1988,  p.  12).  Patients  hospitalized  in  these  types 
of  units  are  most  representative  of  the  common  conditions  for  which 
hospitalization  occurs.  Patient  subjects  needed  to  meet  specific  criteria  (e.g., 
alertness)  as  a  condition  for  their  inclusion  in  the  study.  The  initial  selection  of 
subjects  was  made  by  reviewing  the  Kardex  on  each  unit  each  day  of  data 
collection  to  identify  all  patients  who  met  the  study  criteria.  (The  author  did  not 
mention  the  use  of  appropriate  sampling  techniques  or  survey  procedures  used 
in  data  collection.) 
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A  written  survey,  containing  demographic  questions  as  well  as  the  Patient 
Satisfaction  Instrument  (PSI)  (Hinshaw  &  Atwood,  1982),  served  as  the  study 
instrument.  According  to  Bader,  the  PSI  "consists  of  25  items,  divided  into 
three  subscales  that  measure  the  patient's  attitude  toward  nursing  care"  (p.  13). 
The  three  subscales  measure  technical  aspects,  patient  education,  and  sensitivity 
(trust).  A  five-point  Likert  scale  (strongly  agree  (5)  to  strongly  disagree  (1)) 
was  used  to  determine  level  of  agreement  with  each  item.  Three  additional 
items  were  added  to  the  questionnaire  for  the  purpose  of  making  predictions 
within  each  subscale  about  the  professional  behaviors  most  highly  associated 
with  consumer  satisfaction. 


Results 

The  profile  of  the  respondents  indicated  that  24  of  the  50  subjects  (48%)  were 
male.  The  mean  age  of  the  sample  was  60.4  years,  with  42%  of  the 
respondents  57  years  old  or  younger.  The  range  of  the  remaining  58%  was 
between  60  and  94  years  of  age.  Of  the  subjects,  70%  graduated  from  high 
school.  Overall,  the  respondents  were  representative  of  a  variety  of 
occupational  groupings  including  homemakers,  tradeworkers,  laborers, 
professionals,  and  retired  individuals. 

The  first  segment  of  data  analysis  involved  stepwise  regression  and  revealed  that 
none  of  the  demographic  variables  were  found  to  be  statistically  significant. 
This  finding  indicates  that  the  study  responses  came  from  a  fairly  homogeneous 
group  and  that  levels  of  patient  satisfaction  could  not  be  attributed  to  a  single 
demographic  variable. 

To  determine  which  nursing  care  behaviors  had  the  highest  levels  of  patient 
satisfaction,  grand  means  were  calculated  for  each  subscale  of  the  PSI  (technical 
=  4.06;  patient  education  =  3.86;  and  trust  =  4.08).  The  lower  grand  mean 
for  the  patient  education  subscale  indicates  that,  in  the  respondents'  view,  this 
area  of  care  was  least  satisfying.  Multiple  stepwise  regression  was  used  to 
determine  which  of  the  specific  nursing  behaviors  contained  in  the  subscales 
were  the  best  predictors  of  patient  satisfaction.  The  findings  indicate  that  of  the 
14  predictor  variables  found  to  be  significant  (p  <  .025),  all  but  three  were 
related  to  the  affective  (therapeutic  relationship)  dimension  of  care.  The  other 
three  variables  were  aligned  with  the  instrumental  (technical)  aspects  of  care. 
The  predictor  behaviors  and  related  subscales  are  listed  in  Table  1 . 
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TABLE  1 
Predictor  Variables 


Dimensions  of 

Nursing  Care      Subscale 


Predictor  Variable 


Affective  Trust  The  nurse  is  not  too  busy  at  the  desk 

activities  to  spend  time  talking  to  me. 

The  nurse  does  not  talk  down  to  me. 

Just  talking  to  the  nurse  makes  me  feel  better. 

When  I  need  to  talk  to  someone,  I  can  go  to 
the  nurse  with  my  problems. 

The  nurse  is  attentive. 

The  nurse  is  friendly. 

The  nurse  is  pleasant  to  be  around. 

The  nurse  explains  things  in  simple  language. 

The  nurse  explains  the  medical  diagnosis. 

It  is  always  easy  to  understand  what  the  nurse 
is  talking  about. 

Professional/     The  nurse  gives  good  advice, 
technical 

Instrumental  Professional/     The  nurse  is  precise  in  doing  his/her  work, 

activities  technical 

The  nurse  is  skillful  in  assisting  the  physician 

with  procedures. 

The  nurse  makes  it  a  point  to  show  me  how 
to  carry  out  the  physician's  orders. 


Patient 
education 
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Further  examination  of  the  predictor  variables  (using  mean  scores  and  standard 
deviations)  revealed  which  professional  behaviors  were  perceived  by  the 
respondents  as  areas  in  need  of  improvement.  These  variables  are  identified  and 
described  in  Table  2.  The  five  predictor  behaviors  found  to  be  lease  satisfying 
were  all  components  of  the  affective  domain.  In  summary,  the  respondents 
indicated  that  these  five  affective  activities  were  the  most  important  to  consumer 
satisfaction  and  were  also  in  need  of  improvement. 


Table  2 
Least  Satisfying  Nursing  Care  Behaviors  as  Perceived  by  Subjects 

Subscale  Nursing  Care  Behavior 

Trust  The  nurse  should  be  more  attentive. 

The  nurse  should  be  more  friendly. 

The  nurse  is  too  busy  at  the  desk  to  spend  time  talking  to 
me. 

Patient  education  Too  often  the  nurse  thinks  I  can't  understand  the  medical 
explanation  of  my  illness,  so  he/she  just  doesn't  bother  to 
explain. 

I  wish  the  nurse  would  tell  me  about  the  results  of  my 
tests  more  than  he/she  does. 

^ BWKWBM^—  III    I  II        MSEMiMI^— EM » 

Implications  and  Application  for  Therapeutic  Recreation 

The  need  for  outcome  measurement  in  therapeutic  recreation  practice  has  been 
well  documented  (Bullock,  McGuire  &  Barch,  1984;  Connolly,  1984;  Dattilo, 
1986;  Mannell,  1983;  Olsson,  1986).  However,  few,  if  any,  studies  have 
identified  viable  outcome  measures  for  therapeutic  recreation  that  can  be  used 
on  a  systematic  and  universal  level.  The  nature  and  scope  of  the  study  reviewed 
within  the  framework  of  this  paper  suggest  that  in  lieu  of  a  defined  therapeutic 
recreation  efficacy  model,  the  use  of  consumer  (patient)  satisfaction  measures  are 
most  appropriate. 


72 


Riley:    Consumer  Satisfaction 

Patient  satisfaction  methodology  represents  a  strategy  that  is  "interactive"  (i.e., 
process  to  outcome)  in  nature.  Such  an  approach  is  quite  useful  because  it 
reveals  not  only  that  a  program  was  successful  (outcome)  but  equally  as 
important,  why  it  was  successful  (process).  Establishing  a  valid  link  between  the 
program  plan  and  the  desired  outcomes  is  the  factor  that  determines  whether  a 
program  was  of  a  quality  nature  or  not  (Connolly,  1984). 

The  most  significant  finding  of  the  study,  according  to  Bader,  is  that  when  the 
variable  of  patient  satisfaction  is  operationalized  on  three  distinct  levels 
(technical,  patient  education,  and  sensitivity),  respondents  report  less  overall 
satisfaction  with  the  affective  dimension  (education  and  sensitivity)  in 
comparison  to  the  instrumental  (technical)  dimension  of  care.  The  application 
to  direct  service  in  therapeutic  recreation  is  that  practitioners  need  to  be 
cognizant  of  the  importance  of  the  affective  dimension  and  its  contribution  to  a 
patient's  well  being.  Opportunities  for  consumer  education  and  decision  making 
are  essential.  Given  the  constraints  of  the  work  environment  and  the  zest  to 
appear  "professional,"  TRSs  may  tend  to  downplay  this  essential  aspect  of  their 
service,  that  is,  building  a  therapeutic  relationship  with  the  patient.  Within  the 
framework  of  therapeutic  recreation,  it  is  essential  that  the  consumer  maintain 
a  high  level  of  satisfaction.  This  study  suggests  that  it  may  be  the  practitioner 
that  has  the  most  influence  on  achieving  this  desired  outcome  of  care. 

Specific  findings  of  this  study  indicate  that  demographic  variables  have  little  or 
no  direct  influence  on  levels  of  consumer  satisfaction.  To  the  TRS,  this  finding 
suggests  that  it  is  inappropriate  to  group  consumers  into  specific  categories 
based  on  demographics  and  expect  to  be  successful  using  the  identical  affective 
approach  with  each  member.  Each  consumer  has  a  unique  set  of  needs,  desires, 
and  expectations,  and  should  be  viewed  from  an  individualistic  perspective. 
Demographic  characteristics  are  simply  not  valid  predictors  of  consumer 
satisfaction. 

A  review  of  the  list  of  professional  behaviors  that  were  found  to  predict 
consumer  satisfaction  (Table  1)  and  the  list  of  those  behaviors  found  to  be  in 
need  of  improvement  (Table  2),  reveals  that  more  than  75%  of  these  variables 
are  contained  within  the  affective  domain.  Dominant  subscales  contained  within 
the  affective  domain  were  Trust  and  Patient  Education. 

The  Trust  subscale  findings  imply  that  consumers  have  a  desire  for  personal 
interaction  and  want  practitioners  with  empathetic  listening  skills.  Consumers 
also  expect  practitioners  to  be  attentive  and  friendly.  This  involves  not  talking 
down  to  the  patients,   regardless  of  their  mental  capacity  and/or  physical 
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condition.  Age-appropriate  programming  and  normalization  principles  also 
apply  here.  Consumers  of  health  care  services  are  sensitive  to  the  manner  in 
which  a  program  or  intervention  is  implemented.  This  sensitivity  occurs  not 
only  in  direct  and  obvious  ways,  but  also  (and  maybe  more  so)  in  indirect  ways. 
Body  language,  aloofness,  and  the  nontherapeutic  use  of  self  on  the  part  of  the 
practitioner  all  indicate  to  the  patient  a  lack  of  caring  and  sensitivity.  A 
noncaring  impression  does  little  toward  the  establishment  of  a  trusting 
relationship. 

Patient  Education  as  an  affective  subscale  plays  an  important  part  toward  the 
overall  goal  of  improving  an  individual's  well  being.  A  direct  application  of 
this  finding  to  therapeutic  recreation  is  the  provision  of  adequate  information  to 
the  patients  about  their  condition.  Additionally,  practitioners  need  to  involve 
their  service  recipients  in  active  decision  making  regarding  intervention  and 
program  selection.  This  approach  also  suggests  that  practitioners  inform  and 
consult  consumers  regarding  selected  therapeutic  strategies  and  expected 
outcomes. 

There  is  a  tendency  in  health  care  environments  for  practitioners  to  assume 
patient  passivity.  TRSs  need  to  work  diligently  to  involve  the  patient  not  only 
in  an  instrumental  (doing)  sense,  but  also  on  a  commitment  level.  A 
well-informed  patient  has  a  greater  chance  of  achieving  a  goal  and  according  to 
the  findings  of  this  study,  attaining  higher  levels  of  satisfaction  as  well. 

A  common  roadblock  to  this  type  of  patient  involvement  is  the  defensive 
reaction  on  the  part  of  some  practitioners  when  encountering  a  patient  who 
wishes  to  be  informed  and  desires  an  active  role  in  the  decision-making  process. 
This  "absolutist"  perspective  (Donabedian,  1980)  is  characterized  by  attitudes 
and  actions  of  professional  dominance,  in  which  the  practitioner  is  self-perceived 
as  all-knowing  and  as  the  sole  decision  maker.  However,  in  view  of  the  rapidly 
evolving  definition  of  what  constitutes  quality  of  care,  individual  practitioners 
who  personify  such  an  absolutist  perspective  will  soon  be  recognized  as  not 
offering  expected  levels  of  service. 

To  counter  the  absolutist  approach  and  to  ensure  high  levels  of  patient 
satisfaction,  therapeutic  recreation  specialists  need  not  only  to  involve  patients 
in  the  decision-making  process  but  to  be  effective  communicators  as  well. 
Specifically,  practitioners  should  use  simple  language  and  avoid  professional 
jargon.  The  role  of  the  practitioner  is  to  inform  patients,  not  to  impress  or 
confuse  them.  According  to  the  Bader  study,  patient  satisfaction  was  found  to 
be  related  to  how  well  the  practitioner  was  understood.   Direct  communication, 
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at  a  mature  and  sensitive  level,  will  ensure  a  patient's  understanding  and 
cooperation.  Practitioners  should  remember  that  words  need  to  be  backed  up 
with  action.  A  sense  of  mutual  trust  carefully  built  through  effective 
communication  can  easily  be  destroyed  if  it  isn't  followed  up  with  proper 
procedures. 

Up  to  this  point  the  issue  of  practitioner-client  interaction  and  its  importance  to 
patient  satisfaction  has  been  the  focus  of  discussion.  The  study  in  review  also 
has  direct  implications  for  the  management  of  therapeutic  recreation  services. 

Generally,  the  Bader  study  revealed  that  patient  satisfaction  is  more  predictable 
using  affective  care  behaviors  than  technical  ones.  In  developing  and 
maintaining  an  effective  QA  system  or  implementing  program  evaluation,  TRSs 
need  to  incorporate  both  technical  and  affective  aspects  of  care.  Practical 
application  detailing  how  this  might  be  accomplished  is  beyond  the  scope  of  this 
paper.  However,  it  is  suggested  that  practitioners  first  identify  whether  their 
agency  has  an  ongoing  consumer  satisfaction  monitoring  system.  If  so,  it  is 
suggested  that  practitioners  attempt  to  have  therapeutic  recreation  services 
incorporated  within  the  existing  system.  If,  however,  no  such  system  exists, 
then  perhaps  a  departmentally  sponsored  service  could  be  initiated  to  collect 
patient  satisfaction  data.  This  could  easily  be  implemented  using  a  self-reported 
written  survey  and  a  sampling  technique  that  uses  a  representative  portion  of  the 
agency's  population. 

In  the  establishment  of  a  patient  satisfaction  program,  it  is  also  important  that 
the  variables  being  measured  include  many  of  the  behaviors  discussed  in  this 
review.  Equal  emphasis  should  be  placed  on  instrumental  and  on  affective 
aspects  of  care.  Results  of  monitoring  this  program  should  be  shared  with 
individual  TRSs,  who  can  use  them  to  improve  the  delivery  of  care,  as  well  as 
with  agency  directors  in  an  effort  to  document  the  contribution  of  therapeutic 
recreation  services  to  the  overall  effectiveness  of  the  agency  (outcome  measure). 

Finally,  the  results  of  the  Bader  study  and  the  discussion  contained  within  this 
review  should  be  incorporated  into  existing  therapeutic  recreation  service  plans, 
standards  of  practice  and  written  plans  of  operation.  In  essence,  if  patient 
satisfaction  is  a  desirable  outcome  of  service  and  specific  professional  behaviors 
have  been  identified  that  contribute  to  this  outcome,  then  such  behaviors  should 
be  part  of  professional  protocol.  Although  some  of  the  identified  behaviors  do 
currently  exist  in  various  therapeutic  recreation  practice  guidelines,  perhaps, 
given  the  results  of  this  study,  they  should  be  better  emphasized  to  draw 
attention  to  their  usefulness  in  outcome  measurement. 
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Summary 

The  review  of  the  Bader  article  and  ensuing  discussion  of  its  implications  to 
therapeutic  recreation  addressed  several  major  points.  First,  it  should  be  stated 
that  within  the  general  realm  of  health  care  delivery,  patient  satisfaction  has 
become  a  viable  outcome  measure  of  program  effectiveness.  Second,  the  results 
of  the  Bader  article  identified  the  fact  that  patient  satisfaction  is  equally  balanced 
between  instrumental  (technical)  and  affective  (interpersonal)  aspects  of  care. 
It  was  revealed  however,  by  Bader,  that  patient  satisfaction  is  significantly  more 
predictive  within  the  affective  dimensions  of  care.  It  was  also  shown  that 
patients  were  less  satisfied  with  the  affective  aspects  of  care  than  with  the 
instrumental  aspects.  Third,  the  study  results  demonstrated  direct  and  numerous 
implications  for  therapeutic  recreation.  It  was  suggested  by  the  reviewer  that 
TRSs  address  the  components  of  the  affective  dimensions  of  care  more  diligently 
in  their  service  delivery.  The  issues  of  trust,  education,  and  patient  involvement 
were  reviewed  and  suggestions  for  service  application  were  discussed.  The  final 
issue  addressed  involved  the  implications  of  the  Bader  study  for  therapeutic 
recreation  service  management.  It  was  suggested  that  patient  satisfaction 
programs  be  implemented  within  the  scope  of  quality  assurance  and/or  program 
evaluation. 

The  need  for  outcome  measurement  in  therapeutic  recreation  is  increasing  at  a 
rapid  rate.  It  has  been  suggested  within  the  scope  of  this  paper  that  patient 
satisfaction  is  an  acceptable  variable  to  be  used  toward  establishing  this 
measurement.  Combined  with  other  identified  measures,  the  variable  of  patient 
satisfaction  completes  the  measurement  matrix  for  outcome  evaluation. 
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INTRODUCTION 


For  the  past  13  years,  Research  into  Action:  Applications  for  Therapeutic 
Recreation  Programming,  has  provided  interpretation  of  current,  relevant 
research  related  to  the  provision  of  therapeutic  recreation  services.  The 
contribution  of  this  journal  is  unique  in  providing  reviews  of  research  from 
fields  related  to  therapeutic  recreation  (i.e.  psychology,  sociology,  adapted 
physical  education,  etc.).  This  journal  attempts  to  bridge  the  gap  between 
current  research  and  practice  by  placing  emphasis  upon  application  as  opposed 
to  research  method  and  design. 

With  the  publishing  of  the  eighth  volume  of  Research  into  Action,  we  wish  to 
reaffirm  the  importance  of  this  journal  as  a  vital  element  in  the  development  and 
advancement  of  therapeutic  recreation  in  the  1990's.  The  effort  to  merge 
research  findings  with  the  practical  insights  and  ideas  of  the  professionals  and 
intellectuals  in  our  field,  seems  as  necessary  today  as  it  did  thirteen  years  ago. 
To  link  empirical  understanding  and  the  real  world  has  always  been  the 
acknowledged  purpose  of  this  journal;  and  the  struggle  to  find  a  rational,  yet 
humane  understanding  of  what  we  feel  we  know  is  evident  within  the  articles 
presented  here. 

In  this  volume  of  Research  into  Action  we  have  again  utilized  a  blind  review  to 
assure  the  integrity  of  the  information  provided.  For  this  process  we  asked  two 
therapeutic  recreation  practitioners  and  two  therapeutic  recreation  educators  to 
review  and  evaluate  the  submitted  articles.  We  wish  to  express  our  appreciation 
to  these  reviewers  for  their  expert  assistance  and  support. 

Mary  A.  Mathieu,  MS.,  CTRS 

Cynthia  Wachter,  MS.,  CTRS 

Judith  E.  Voelkl,  Ph.D. 


DEVELOPING  POSITIVE  ATTITUDES 
TOWARD  PEOPLE  WITH  MENTAL  RETARDATION 


John  Dattilo  and  Leslie  Weltner 

University  of  Georgia 

Review  and  Application  of: 

Roper,  P.  A.  (1990).  Special  Olympics  volunteers' 
perceptions  of  people  with  mental  retardation.  Education  and 
Training  in  Mental  Retardation,  25(2),  164-175. 

Shriver  (1983)  reported  that  over  450,000  volunteers  are  associated  with  Special 
Olympics.  More  specifically,  Special  Olympics'  state  games  may  involve  in 
excess  of  1000  volunteers  (Roper,  1990).  Therefore,  Special  Olympics  creates 
a  situation  where  many  people  without  mental  retardation  come  into  contact  with 
people  with  mental  retardation.  Since  one  reported  goal  of  Special  Olympics  is 
to  present  people  with  mental  retardation  in  a  positive  manner  (Sherrill,  1986), 
then  research  investigations  designed  to  examine  the  perceptions  of  Special 
Olympics  volunteers  appears  warranted.  Roper  (1990)  developed  an 
investigation  based  on  the  possibility  that  while  there  may  be  increased  respect 
and  tolerance  of  people  with  mental  retardation  by  volunteers,  as  suggested  by 
supporters  of  Special  Olympics,  any  demonstration  of  poor  personal  and  social 
behavior  could  reinforce  existing  negative  perceptions.  The  purpose  of  this 
study  was  to  examine  contact  between  the  participants  and  the  volunteers  at  a 
Special  Olympics'  state  games  to  determine  volunteers'  perception  of 
participants. 

Description  of  the  Study 

A  belief  associated  with  Special  Olympics  is  that  if  perceptions  of  people  with 
mental  retardation  are  changed  in  a  positive  direction  through  contact  at  a 
Special  Olympics'  state  games,  or  through  involvement  with  Special 
Olympics,  people  with  more  experience  will  have  more  positive  perceptions 
than  those  with  minimal  levels  of  contact.    However,  after  conducting  a 
theoretical  review  of  contact  experiences  at  a  Special  Olympics'  state  games, 
Roper  hypothesized  that  changes  in  perceptions  in  a  positive  direction  were 
unlikely. 
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Three  hundred  sixty-nine  volunteers  completed  a  questionnaire  containing  three 
sections.  The  first  section  was  designed  to  collect  information  related  to  the 
volunteers'  biographical  data.  The  second  section,  identified  as  the  PERC  scale, 
employed  a  semantic  differential  format  intended  to  assess  respondents' 
perceptions  of  people  with  mental  retardation.  The  final  section,  referred  to  as 
the  BSS  scale,  contained  statements  about  people  with  mental  retardation  that 
respondents  were  asked  to  determine  if  the  statement  was  true  or  false  with  the 
intention  of  assessing  respondents'  beliefs.  Certain  items  were  designed  to 
measure  perceptions  of  social  competence.  Items  included  perceptions  of 
loneliness,  dependence  and  awkwardness  on  the  PERC  scale,  and  modification 
needs,  assistance,  protection  and  demand  on  the  BSS  scale. 

Contact  experiences  of  the  volunteers  was  operationalized  as  the  number  of  state 
games  attended  by  the  volunteers,  their  experience  with  Special  Olympics,  and 
their  previous  contact  with  people  with  mental  retardation.  These  independent 
variables  were  examined  in  relation  to  the  dependent  measures  of  perceptions 
and  beliefs  regarding  people  with  mental  retardation.  A  one-way  ANOVA  with 
Scheffe  post-hoc  analysis  and  Chi-square  were  performed  on  the  data. 

Results 

Analysis  of  the  369  completed  questionnaires  indicated  that  contact  at  a  Special 
Olympics'  state  games  did  not  have  a  significant  positive  impact  on  the 
volunteers'  perceptions  of  people  with  mental  retardation.  No  significant 
difference  (p  <  .05)  was  found  to  exist  for  contact  from  attendance  at  Special 
Olympics'  state  games  or  from  experiences  within  Special  Olympics  as  measured 
by  the  PERC  and  BSS  scales  (Cronback's  alpha  was  .79  for  PERC  and  .69  for 
BSS).  Although  overall  significance  was  not  achieved  in  this  study,  some 
interesting  data  trends  were  reported.  Volunteers  with  contact  experience  held 
more  positive  perceptions  than  those  who  had  none.  However,  if  volunteers  did 
contact  persons  with  mental  retardation  through  Special  Olympics,  those  with  the 
least  contact  experiences  held  more  positive  perceptions  than  those  volunteers 
with  extensive,  sustained  contact.  When  the  author  examined  items  on  the  BSS 
and  PERC  scales  designed  to  measure  social  competence,  he  found  that  these 
items  had  the  lowest  mean  scores. 
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Implications  and  Applications  to  Therapeutic  Recreation 

Many  of  us  have  attempted  to  improve  the  images  of  persons  with  mental 
retardation  possessed  by  the  public  through  methods  that  involve  persons  direct 
exposure  to  people  with  mental  retardation.  One  vehicle  for  exposure  to  persons 
with  mental  retardation  has  been  Special  Olympics.  At  times,  we  may  have 
chosen  Special  Olympics  in  an  attempt  to  positively  influence  the  public's 
perceptions  of  persons  with  mental  retardation,  because  a  stated  intention  of  the 
Special  Olympics'  state  games  is  to  present  people  with  mental  retardation  in  a 
positive  manner  (Sherrill,  1986).  In  addition,  we  may  have  read  articles  by  such 
authors  as  Stephens  (1984)  or  Canabal  (1988)  who  have  espoused  the  success  of 
Special  Olympics  and  encouraged  our  support  of  the  games.  While  making  the 
decision  to  promote  Special  Olympics  as  a  means  to  positively  influence  the 
attitudes  of  the  public,  we  may  have  done  so  as  we  listened  to  critics  of  the 
games.  Many  authors  have  reported  that  rather  than  having  a  positive  impact 
on  the  attitudes  of  people  in  the  community,  Special  Olympics  does  quite  the 
opposite. 

Storey,  Stern,  and  Parker  (1990)  reviewed  the  literature  on  Special  Olympics 
and  identified  the  following  concerns  raised  about  the  games:  (a)  negative  effects 
on  attitudes  toward  people  with  disabilities  (Polloway  &  Smith,  1978),  (b)  the 
lack  of  integration  and  ongoing  community  recreation  (Hourcade,  1989),  (c) 
continuation  of  self-fulfilling  prophecies  about  deviant  characteristics  of  persons 
with  disabilities  (Orelove,  Wehman,  &  Wood,  1982),  (d)  overtones  of  charity 
(Voeltz,  Wuerch,  &  Wilcox,  1982),  (e)  lack  of  normalization  (Brickey,  1984), 
and  (f)  the  promotion  of  "handicapism"  (Orelove  &  Moon,  1984).  Although 
much  has  been  written  about  the  negative  aspects  of  Special  Olympics,  Storey 
et  al.  reported  that  little  empirical  data  exist  concerning  the  images  of  persons 
with  disabilities  in  recreational  settings. 

Roper's  investigation  provides  us  with  some  insights  that  may  affect  decisions 
and  strategies  related  to  our  desire  to  positively  influence  the  perceptions  of 
people  residing  in  the  community  about  their  neighbors  who  happen  to  possess 
mental  retardation.  Although  the  investigation  provides  us  with  some  insights, 
Roper  admitted  that  the  data  reported  in  the  study  has  minimal  generalizability 
due  to  a  variety  of  methodological  problems  (e.g.,  sampling  bias,  unknown 
factors  relating  to  volunteers  who  choose  not  to  partake,  the  uniqueness  of  one 
Special  Olympics'  event  in  one  state). 
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Respondents  with  sustained  contact  or  extensive  previous  contact  with  Special 
Olympics  had  lower  scores  than  respondents  with  less  sustained  forms  of 
contact.  This  finding  supports  the  belief  that  the  nature  of  people's  roles 
determines  perceptions.  When  attempting  to  orchestrate  contact  situations 
between  persons  with  mental  retardation  and  other  members  of  their  community, 
we  may  avoid  creating  situations  that  place  people  with  mental  retardation  in 
dependent  roles. 

The  finding  that  no  significant  difference  was  found  to  exist  for  contact  from 
attendance  at  Special  Olympics'  state  games  or  from  experiences  within  Special 
Olympics  as  measured  by  the  PERC  and  BSS  scales  may  suggest  that  contact 
experiences  at  a  Special  Olympics'  state  games,  and  perhaps  similar  types  of 
segregated  recreation  activities,  do  not  provide  optimum  conditions  for  a  positive 
change  in  perceptions.  Based  on  the  previous  writings  of  Allport  (1954),  Cook 
(1969),  Rothbart  and  John  (1985),  and  Stephan  and  Brigham  (1985),  Roper 
listed  the  following  five  components  essential  to  a  situation  intended  to  produce 
positive  changes  in  perceptions:  (a)  equal  status,  (b)  cooperative 
interdependence,  (c)  support  by  authority  figure,  (d)  opportunities  to  interact, 
and  (e)  opportunity  to  disprove  stereotypic  assumptions.  Perhaps  the  lack  of 
significant  findings  was  partially  influenced  by  the  observation  that  contact 
experience  at  Special  Olympics'  state  games  adequately  addressed  only  one  of 
the  aforementioned  components,  (support  by  authority  figure). 

For  people  to  achieve  the  goal  of  equal  status,  members  from  each  group  must 
be  treated  as  equal,  and  no  particular  group  assume  superiority.  Integrated 
activities  that  bring  people  together  on  an  equal  basis  may  have  more  potential 
for  positively  influencing  the  public's  perceptions  of  people  with  mental 
retardation.  Practitioners  must  clearly  communicate  the  unique  contributions 
that  each  individual  makes  to  a  given  activity.  Attention  should  be  directed  to 
the  insights  people  gain  by  being  exposed  to  diversity  among  participants.  All 
participants  should  be  encouraged  to  view  their  involvement  with  others  as  a 
means  to  facilitate  leisure  participation  for  the  entire  group  rather  than  simply 
helping  those  "less  fortunate"  people. 

In  order  for  the  goal  of  cooperative  interdependence  to  occur,  each  group  must 
be  equally  dependent  on  the  other  for  achieving  the  desired  goals.  Therapeutic 
recreation  specialists  can  provide  many  different  recreation  activities  related  to 
areas  such  as  team  building,  trust  development,  and  adventure  recreation  that 
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require  cooperation  and  contributions  by  all  participants.  The  focus  of  the 
recreation  activities  can  be  on  the  process  of  collaboration  to  meet  a  challenge 
rather  than  the  product  of  winning. 

The  goal  of  providing  interaction  between  people  with  and  without  disabilities 
is  to  increase  communication  and  understanding.  When  practitioners  employ  the 
use  of  volunteers  they  may  wish  to  consider  the  implications  of  the  volunteers' 
role.  If  volunteers  are  placed  in  situations  where  they  have  ample  opportunities 
to  interact  with  individuals  with  mental  retardation,  it  appears  they  may  be  in  a 
better  position  to  develop  positive  attitudes  toward  these  individuals  than  if  they 
were  placed  in  situations  where  they  encountered  difficulty  interacting  with  the 
participants.  Since  Special  Olympics  is  often  a  one-time  experience  for  many 
volunteers,  it  may  not  create  an  environment  that  fosters  positive  attitudes 
toward  the  participants. 

Therapeutic  recreation  specialists  should  provide  opportunities  for  people 
residing  in  the  community  to  experience  positive  interaction  that  disprove 
existing  stereotypes  through  participation  in  integrated  recreation  activities. 
People  who  are  not  disabled  often  positively  alter  their  attitudes  about  people 
with  disabilities  as  a  result  of  joint  participation  in  recreation  activities  (Evans, 
1976;  Hamilton  &  Anderson,  1983).  According  to  Dattilo  (1986),  by  facilitating 
integrated  leisure  opportunities  for  all  community  members,  therapeutic 
recreation  professionals  can  significantly  contribute  to  the  acceptance  of  people 
with  disabilities. 

Summary 

Roper's  (1990)  study  examining  the  implications  of  contact  occurring  at  a 
Special  Olympics'  state  games  between  people  with  mental  retardation  and 
volunteers  provides  us  information  that  may  improve  our  ability  to  positively 
influence  societal  attitudes  about  people  with  disabilities.  As  we  organize 
recreation  activities  in  the  community  we  must  be  aware  of  the  complexities  of 
the  contact  situation  and  the  ramifications  of  the  roles  we  assign  to  volunteers. 
It  appears  that  integrate  recreation  opportunities  that  promote  equal  status, 
facilitate  cooperative  interdependence,  contain  support  by  authority  figures, 
provide  opportunities  to  interact,  and  disprove  stereotypic  assumptions,  may  be 
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best  suited  to  produce  positive  changes  in  public  perceptions  of  people  with 
disabilities. 
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Gelberg,  L.,  &  Linn,  L.S.  (1988).  Social  and  physical  health 
of  homeless  adults  previously  treated  for  mental  health 
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Homelessness  is  not  a  new  phenomena.  Incidence  of  homelessness  have  been 
recorded  since  the  beginning  of  documented  history.  A  review  of  the 
therapeutic  recreation,  leisure  and  recreation  literature  indicated  little  has  been 
written  on  this  topic;  although,  historically  the  early  recreation  movement  had 
its  beginnings  in  concern  and  commitment  to  individuals  who  were  poor  or 
underprivileged  (Stein  &  Sessoms,  1977).  Stein  and  Sessoms  (1977)  wrote  that 
individuals  who  are  disadvantaged,  which  could  include  being  poor  or 
underprivileged,  "are  entitled  to  leisure  opportunities  that  can  help  give  a  feeling 
of  worth  and  a  measure  of  fulfillment  to  their  lives"  (p.  13).  It  appears  that 
people  who  are  homeless  may  benefit  from  leisure  opportunities  to  add 
fulfillment  to  their  lives.  It  seems  an  appropriate  time  for  therapeutic  recreation 
to  begin  exploring  the  possibility  of  providing  services  for  this  population  and 
determining  what  these  services  involve. 

Various  definitions  of  homelessness  have  been  proposed  (Belcher,  1988; 
Grunberg  &  Eagle,  1990;  Lamb  &  Lamb,  1990;  Lipton,  Nutt&  Sabatini,  1988). 
Most  definitions  focus  on  the  lack  of  adequate  shelter;  however,  Grunberg  and 
Eagle  (1990)  add  disaffiliation  from  family  and  community  in  their  definition. 
The  problem  in  defining  homelessness  has  led  to  difficulty  in  determining  the 
number  of  individuals  who  are  homeless.  Estimates  range  from  250,000  to  3 
million  individuals  in  the  United  States  (APA  Task  Force,  1990;  Bradley 
University,  1989;  Rosenheck,  et  al.,  1989).    Although  there  has  been  no 
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agreement  on  exact  numbers  of  people  who  are  homeless,  there  is  agreement 
that  the  numbers  have  increased  in  the  last  ten  years  (Bradley  University,  1989). 

A  review  of  the  literature  describing  individuals  who  are  homeless  indicated  that 
these  people  are  a  heterogeneous  group  (APA  Task  Force,  1990;  Bradley 
University,  1989;  Caton,  1990;  Hirsch,  1989;  Morrissey  &  Levine,  1989). 
Individuals  who  are  homeless  include  women,  children,  families,  veterans,  and 
people  with  mental  illness.  Each  of  these  groups  of  individuals  can  be  further 
divided,  such  as  individuals  with  mental  illness  who  have  been  hospitalized  and 
those  who  have  never  been  in  an  institution.  All  of  these  groups  of  individuals 
may  have  unique  and  distinct  needs  (Bachrach,  1984;  Belcher,  1988;  Bradley 
University,  1989;  Caton,  1990;  Cohen,  Putnam  &  Sullivan,  1984;  Hirsch,  1989; 
Kosof,  1988;  Lipton,  Nutt  &  Sabatini,  1988;  Rosenheck,  et  al.,  1989).  The 
identification  of  consumer  needs  is  a  prerequisite  to  the  design  of  therapeutic 
recreation  programs  and  interventions  (Carruthers,  Sneegas,  &  Ashton-Shaeffer, 
1986;  Peterson  &  Gunn,  1984).  Examination  of  Gelberg  and  Linn's  (1988) 
article  will  help  to  define  some  perceived  needs  of  adults  who  are  homeless  and 
have  mental  health  problems.  Based  upon  Gelberg  and  Linn's  article,  the 
implications  and  applications  section  of  this  review  will  propose  therapeutic 
recreation  as  an  innovative  and  nontraditional  intervention  to  address  the 
perceived  needs  of  adults  who  are  homeless  and  have  mental  illnesses.  Some 
beginning  interventions  will  be  proposed. 

Description  of  the  Study 

The  purpose  of  the  Gelberg  and  Linn  (1988)  study  was  to  examine  the  social  and 
physical  health  of  people  who  are  homeless,  in  particular  those  individuals  who 
had  previous  psychiatric  hospitalizations.  The  study  examined  the  relationship 
between  types  of  mental  health  services  utilized  and  physical  health,  nutritional 
status,  victimization,  hygiene,  social  relationships,  finances  and  perceived  need. 
The  study's  hypothesis  was  that  individuals  with  previous  hospitalizations 
"would  have  worse  physical  health,  poorer  nutrition  and  hygiene,  a  greater 
likelihood  of  having  been  victimized,  and  fewer  social  relations"  (Gelberg  & 
Linn,  1988,  p.510). 
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During  the  summer  of  1985,  the  senior  author  and  six  trained  medical  students 
surveyed  adults  who  were  homeless  in  two  communities  in  Los  Angeles  County. 
The  researchers  identified  sites  that  were  frequented  by  individuals  who  are 
homeless  (e.g.,  emergency  shelters,  parks,  soup  kitchens,  social  service  centers, 
food  distribution  centers,  parking  lots,  shopping  malls).  To  obtain 
representativeness,  one-fifth  of  the  sample  was  selected  from  emergency 
shelters,  two-fifths  from  places  where  food  was  served,  and  two-fifths  from 
outdoor  places.  Sampling  was  not  random,  but  to  decrease  interviewer  bias  all 
individuals  present  at  the  selected  sites  were  "systematically  sampled  from  one 
geographic  corner  to  the  opposite  corner"  (Gelberg  &  Linn,  1988,  p. 511).  No 
additional  information  was  reported  to  explain  the  sampling  technique,  but  the 
implication  was  that  each  person  in  a  given  block  or  area  was  surveyed  as  the 
researchers  walked  from  one  corner  to  the  next. 

Individuals  were  considered  homeless  if  they  had  spent  the  preceding  night 
outdoors,  in  an  emergency  shelter,  in  a  hotel,  in  a  space  not  designed  for 
shelter,  or  in  the  home  of  friends  or  relatives  where  they  were  not  sure  they 
could  stay  for  the  next  60  days.  Additionally,  potential  subjects  had  to  state  they 
did  not  have  a  permanent  apartment  or  house.  People  were  excluded  if  they 
could  not  speak  English,  were  incoherent,  or  exhibited  violent  or  threatening 
behavior.  A  total  of  529  individuals  agreed  to  participate  in  the  study.  A  total 
of  120  individuals  refused  to  participate. 

Participants  were  administered  an  on-site  interview  which  required 
approximately  50  minutes  to  complete.  A  total  of  302  open-  and  close-ended 
questions  were  asked.  Additionally,  a  screening  physical  examination  was 
conducted.  This  examination  included  observations  of  general  appearance  and 
behaviors.  Lastly,  subjects  were  asked  to  "list  the  three  things  that  they  felt 
people  like  themselves  needed  to  have  a  better  life"  (Gelberg  &  Linn,  1988, 
p. 5 11).  Based  on  self-reported  use  of  mental  health  services,  the  sample  was 
divided  into  three  groups:  a  hospitalized  group,  an  outpatient  group,  and  a  non- 
utilizer  group.  The  hospitalized  group  was  those  who  had  been  hospitalized 
sometime  in  their  lives  for  a  mental,  emotional,  nerve,  alcohol  or  drug  problem 
(n=232,  44%  of  the  sample).  The  outpatient  group  (n  =  81,  15%)  had  not  been 
hospitalized  but  had  used  outpatient  services  for  mental  or  emotional  problems. 
The  remainder  of  the  subjects  (n=216,  41%)  reported  that  they  had  never  used 
any  mental  health  services.    Data  were  analyzed  using  chi-square  tests  for 
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categorical  variables  and  one-way  analysis  of  variance  or  the  Kruskall-Wallis  test 
for  continuous  variables. 

Results 

General  demographic  information  of  the  subjects,  such  as  sex  distribution, 
educational  background  and  racial  composition  were  reported  to  be  similar  to 
previous  research  findings  about  individuals  who  are  homeless.  The  median  age 
of  subjects  in  Gelberg  and  Linn's  (1988)  study  was  approximately  two  to  six 
years  younger  than  comparison  studies.  Gelberg  and  Linn  reported  differences 
existed  between  the  non-utilizer  group  and  those  individuals  who  were 
previously  hospitalized.  Differences  were  noticed  but  were  not  so  great  between 
the  outpatient  group  and  the  non-utilizer  group.  The  hospitalized  group  reported 
poorer  physical  health  although  they  did  not  differ  significantly  from  the  other 
two  groups  based  on  the  physical  examinations.  The  hospitalized  group  was 
more  likely  to  obtain  some  of  their  food  from  garbage  cans  and  less  likely  to  use 
an  emergency  shelter  or  food  distribution  center  as  their  primary  food  source. 
Twice  as  many  cigarettes  were  smoked  by  the  hospitalized  group  compared  to 
the  other  two  groups.  Also,  the  hospitalized  group  was  more  likely  to  have 
been  injured  or  victimized  in  the  previous  year  and  hospitalized  during  that  time. 

The  hospitalized  group  was  least  likely  to  have  a  change  of  clothes,  and  their 
clothes  were  judged  as  being  more  inadequate.  The  results  indicate  the 
hospitalized  group  was  most  likely  to  wash  themselves  on  the  street  or  in  a 
public  washroom.  Hygiene  of  the  hospitalized  group  was  judged  as  being  the 
poorest  of  the  three  groups.  Additionally,  the  hospitalized  group  was  most 
likely  to  be  carrying  bags  of  their  belongings  and  was  significantly  more  likely 
to  panhandle.  In  other  words,  the  hospitalized  group  most  closely  match  the 
stereotypical  societal  picture  of  individuals  who  are  homeless.  The  three  groups 
did  not  significantly  differ  in  relation  to  the  variables  of  frequency  of 
socialization,  presence  of  others  when  approached  for  the  interview,  or  living 
with  a  significant  other.  The  outpatient  group,  however,  reported  a  greater 
preference  for  being  alone.  Thus  it  appears  all  hypotheses  of  the  study  were 
accurate  except  the  projection  that  the  hospitalized  group  would  have  fewer 
social  relations. 
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To  identify  perceived  needs,  subjects  "were  asked  to  report  the  three  most 
important  things  that  people  like  themselves  needed  in  order  to  have  a  better 
life"  (Gelberg  &  Linn,  1988,  p. 5 14).  The  need  identified  most  frequently  was 
improved  social  relations  (49%)  followed  by  employment  (36%),  housing 
(34%),  and  money  (31  %).  Some  differences  in  rankings  were  observed  by  each 
group.  The  non-utilizer  group  identified  housing  as  the  most  important  need. 
The  hospitalized  group  was  the  most  likely  to  express  the  need  for  improved 
social  relations.  The  hospitalized  group  indicated  a  desire  to  have  a  family, 
friends  or  a  significant  other  and  to  be  accepted  by  others.  The  outpatient 
group,  more  frequently  than  the  other  two  groups,  expressed  the  need  for 
improved  self-esteem.  These  preliminary  results  appear  to  indicate  differing 
service  needs  for  those  individuals  with  chronic  mental  illnesses  who  have  lived 
in  institutions  and  the  individuals  identified  as  the  "young  adult  chronic" 
(Bachrach,  1984). 

Implications  and  Applications  for  Therapeutic  Recreation 

The  findings  of  Gelberg  and  Linn's  (1988)  research  demonstrate  that  housing  is 
not  enough  for  individuals  who  are  homeless  and  have  chronic  mental  illnesses. 
The  results  show  that  the  most  common  perceived  need  was  for  improved  social 
relations.  This  does  not  negate  the  importance  of  shelter,  adequate  food,  and 
other  basic  survival  and  security  needs,  but  it  does  place  emphasis  on 
individuals'  need  for  quality  of  life  components  such  as  social  and  leisure 
experiences.  The  need  for  improved  social  relations  seems  to  indicate  that 
therapeutic  recreation  specialists  and  leisure  professionals  may  have 
opportunities  to  provide  meaningful  services  to  this  unique  population. 

Although  individuals  with  chronic  mental  illnesses  perceived  a  need  for 
improved  social  relations  (Gelberg  &  Linn,  1988)  and  identified  that  social 
relationships  help  to  improve  their  quality  of  life  (Lehman,  1988),  they  appear 
to  lack  the  most  basic  social  skills  which  would  enable  this  to  occur  (Grunberg 
&  Eagle,  1990).  Hull  and  Thompson  (1981)  proposed  social  skills  training  to 
assist  in  mainstreaming  individuals  with  severe  and  persistent  mental  illness. 
More  recently,  the  APA  Task  Force  (1990)  has  identified  social  rehabilitation 
and  socialization  experiences  as  needed  rehabilitation  programs  for  individuals 
who  are  homeless  and  have  mental  illnesses.  Social  skills  training  and 
rehabilitation  could  not  only  assist  with  mainstreaming  of  individuals  with  mental 
illnesses  who  are  homeless  but  also  in  assisting  these  individuals  in  improving 
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their  social  relationships,  expressing  personal  needs  and  enhancing  their  quality 
of  life. 

The  people  who  were  homeless  and  had  chronic  mental  illnesses  in  Gelberg  and 
Linn's  (1988)  study  identified  a  desire  to  have  friends  and  be  accepted  by 
others.  Since  a  large  number  of  these  individuals  tend  to  be  re-hospitalized 
(Gelberg  &  Linn,  1988),  therapeutic  recreation  specialists  in  residential  facilities 
could  emphasize  leisure  skill  and  social  skill  development  during  those  times. 
Leisure  skill  programs  can  focus  on  leisure  activities  that  enable  socialization  or 
interaction  with  others  (e.g.,  dances,  cooperative  projects,  or  sports).  Social 
skill  programs  may  focus  on  making  and  keeping  friends.  Discussion  topics 
might  include  such  areas  as  where  to  meet  people,  how  to  approach  people,  how 
to  determine  common  interests,  activities  people  can  do  together  on  a  limited 
budget,  and  how  to  sustain  relationships.  Emphasis  in  social  skills  programs 
could  be  placed  on  remediating  behaviors  that  may  prevent  people  from  fitting 
into  the  mainstream  of  society  or  interacting  with  others.  Gelberg  and  Linn's 
(1988)  study  identified  a  variety  of  potentially  problematic  social  skill  areas  of 
individuals  who  are  homeless  and  have  chronic  mental  illnesses.  These 
problematic  areas  included:  eating  from  garbage  cans,  wearing  inadequate 
clothing,  washing  self  on  the  streets,  carrying  bags  of  belongings,  displaying 
poor  hygiene,  and  panhandling.  Each  of  these  behaviors  could  become  content 
for  social  skills  programs.  Discussion  might  focus  on  how  these  behaviors 
affect  the  possibility  of  someone  being  accepted  or  even  spoken  to  by  other 
participants  in  a  library,  park  district  program  or  bowling  alley.  Therapeutic 
recreation  specialists  could  teach  culturally  acceptable  behaviors  to  replace  the 
culturally  unacceptable  behaviors  that  draw  unfavorable  attention  to  the 
individual. 

Once  social  skills  have  been  practiced  in  the  treatment  or  residential  setting, 
additional  practice  sessions  could  be  planned  in  the  community  to  assist  with 
generalizing  the  social  skills.  These  practice  sessions  would  be  most  beneficial 
if  conducted  in  community  settings  in  which  the  individual  will  be  discharged, 
whether  that  be  foster  homes,  group  homes,  shelters,  long  term  care  institutions 
or  private  homes.  Therapeutic  recreation  specialists  could  provide  feedback  on 
the  demonstrated  behaviors  to  make  the  practice  sessions  meaningful.  Process 
sessions  before  and  after  the  community  activity  could  be  utilized  to  provide 
feedback  and  solicit  input  or  concerns  from  the  participants  regarding  the 
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experiences.  Prior  to  discharge,  the  therapeutic  recreation  specialist  can 
familiarize  participants  with  therapeutic  recreation  specialists  working  in 
community  settings  and  their  programs.  After  the  participant  is  discharged  from 
the  residential  facility,  the  therapeutic  recreation  specialist  can  establish 
outpatient  programs  to  provide  support  and  continued  social  skill  training. 
Therapeutic  recreation  specialists  working  in  community  settings  may  be  in  an 
ideal  position  to  become  actively  involved  in  providing  services  and  programs 
to  individuals  who  are  homeless  and  have  mental  illnesses.  These  professionals 
can  also  address  the  expressed  desire  of  individuals  who  are  homeless  and  have 
chronic  mental  illness  to  have  friends  and  be  accepted  by  others  (Gelberg  & 
Linn,  1988).  Depending  on  the  setting  and  the  needs  of  the  consumer,  the 
therapeutic  recreation  specialist  may  be  involved  in  designing  a  variety  of 
programs.  Social  experiences  may  be  planned  in  shelters  or  drop-in  centers 
where  people  congregate.  Social  skills  programs  that  contain  comparable 
content  to  those  presented  in  residential  settings  could  be  provided.  Other 
possible  interventions  may  include  fee  waivers  and  scholarships  to  allow 
participation  in  integrated  community  programs,  buddy  programs  to  assist  with 
the  integration  process,  and  transportation  arrangements  with  park  district 
vehicles  or  city  buses  to  support  fee  waivers  and  encourage  participation. 
Therapeutic  recreation  specialists  working  in  community  settings  may  be 
instrumental  in  bringing  together  leisure  service  professionals  to  consider  means 
of  addressing  the  needs  of  individuals  who  are  homeless  and  have  chronic 
mental  illnesses.  Discussions  may  revolve  around  a  variety  of  topics  including 
the  use  of  showers  during  low  user  times  to  address  hygiene  concerns,  or  the 
use  of  park  district  facilities  as  food  and  clothing  distribution  points  to  encourage 
wearing  seasonally  appropriate  attire  and  to  discourage  eating  from  garbage 
cans.  Additionally,  park  district  buildings  could  be  proposed  as  drop-in  centers 
for  socialization  opportunities  or  for  health  screening.  The  possibility  of  paid 
work  experiences  in  a  variety  of  unskilled  park  district  positions  which  might 
generate  monies  for  various  necessities  or  leisure  involvements  as  well  as 
increase  self-esteem  could  be  explored.  In  short,  community  recreation  settings 
could  become  an  environment  to  help  people  become  resocialized  (Hirsch,  1989) 
and  affiliated  with  their  community. 
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Summary 

Gelberg  and  Linn  (1988)  have  begun  to  identify  the  perceived  needs  of 
individuals  who  are  homeless  and  have  severe  and  persistent  mental  illnesses. 
Their  research  findings  indicated  that  housing  alone  is  not  enough  to  meet  the 
reported  needs  of  improved  social  relations  and  increased  self-esteem.  Quality 
of  life  concerns,  namely  social  and  leisure  needs,  should  not  be  overlooked  or 
minimized  when  providing  services  to  individuals  who  are  homeless  with  mental 
health  problems.  It  is  time  for  leisure  service  professionals,  especially 
therapeutic  recreation  specialists,  to  insure  that  these  quality  of  life  issues  are  not 
overlooked. 

Therapeutic  recreation  specialists  will  need  to  become  aware  that  they  may  be 
working  with  individuals  who  are  homeless  and  have  severe  and  persistent 
mental  illnesses.  Therapeutic  recreation  specialists  will  also  need  to  be 
cognizant  of  the  possibility  of  differing  needs  of  individuals  with  histories  of 
hospitalizations  and  those  without  hospitalizations.  Gelberg  and  Linn  (1988) 
have  identified  that  those  who  have  been  hospitalized  perceive  a  need  to  improve 
social  interactions.  In  this  article,  beginning  therapeutic  recreation  interventions 
have  been  proposed  to  meet  that  need.  Additional  research  will  be  necessary  to 
identify  other  needs  for  individuals  who  are  homeless  and  have  chronic  mental 
illnesses  that  therapeutic  recreation  programs  may  address. 

Beyond  the  role  of  direct  service  provider,  therapeutic  recreation  specialists  can 
play  an  advocate  role  in  the  community  for  individuals  who  are  homeless  and 
have  mental  health  problems.  Therapeutic  recreation  specialists  can  assist  other 
leisure  professionals  in  identifying  roles  and  services  that  they  might  provide  to 
this  unique  population.  Together  these  professionals  may  assist  individuals  who 
are  homeless  in  becoming  affiliated  with  their  community  and  with  other  people 
in  the  community. 
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Coping,  expectancies,  and  alcohol  abuse:  A  test  of  social 
learning  formulations.  Journal  of  Abnormal  Psychology,  97, 
218-230. 

Many  therapeutic  recreation  specialists,  employed  in  settings  such  as  psychiatric 
hospitals,  general  hospitals,  substance  abuse  treatment  centers  and  halfway 
houses  are  likely  to  encounter  clients  with  alcohol  problems  (National  Institute 
of  Mental  Health,  1987).  However,  within  the  discipline  of  therapeutic 
recreation,  published  research  focusing  on  persons  with  chemical  abuse 
(including  alcohol)  problems  has  been  scarce  (Iso-Ahola,  1988).  As  a  result, 
therapeutic  recreation  specialists  working  with  people  who  have  alcohol 
problems  must  use  studies  of  alcohol  use  and  abuse,  that  do  not  specifically 
examine  leisure  issues,  as  a  basis  for  intervention. 

While  the  amount  of  research  has  been  limited,  a  consistent  finding  has  been  that 
social  situations  can  be  problematic  for  people  with  alcoholism  (Sheridan,  1976; 
Tuchfeld,  1981;  Tuchfeld,  Lipton  &  Lile,  1983).  In  addition,  Sheridan  (1976) 
has  identified  that  people  with  alcoholism  use  alcohol  to  cope  in  uncomfortable 
situations.  The  result  is  that  people  with  alcoholism  may  experience  the  greatest 
difficulties  in  leisure  experiences  given  the  highly  social  nature  of  leisure  (Kelly, 
1987).  Cooper,  Russell  and  George's  (1988)  examination  of  a  social  learning 
model  of  alcohol  abuse  addresses  the  use  of  alcohol  as  a  coping  device  and  the 
expectancies  that  people  hold  about  the  use  of  alcohol.  As  such,  it  provides 
insights  relevant  to  therapeutic  recreation  practice. 


20 


McCormick:    Coping  Skills  and  Alcohol  Expectancies 

Description  of  the  Study 

The  purpose  of  this  study  was  to  test  a  causal  model  of  alcohol  abuse  derived 
from  a  social  learning  perspective.  This  model  examined  the  relationship  of 
general  coping  skills,  alcohol  expectancies,  and  drinking  to  cope,  to  alcohol  use 
and  abuse. 

Cooper  et  al.  (1988)  presented  the  following  conceptual  bases  for  their  model. 
The  concept  of  drinking  to  cope  was  defined  as  "the  tendency  to  use  alcohol  to 
escape,  avoid,  or  otherwise  regulate  unpleasant  emotions  "(p. 21 8).  The  relevance 
of  this  concept  in  the  model  was  derived  from  previous  research  which  indicated 
that  alcohol  may  be  used  as  a  general  coping  mechanism  and  the  use  of  alcohol 
to  cope  promotes  heavier  drinking  and  abuse.  Alcohol  expectancies  were  defined 
conceptually  as  beliefs  that  alcohol  can  positively  modify  unpleasant  emotions. 
Previous  research  cited  by  the  authors  indicated  that  positive  alcohol 
expectancies  may  influence  the  likelihood  of  alcohol  being  used  to  cope.  Finally, 
Cooper  et  al.  (1988)  cited  general  coping  skills  as  "critical  to  the  decision  to 
drink  as  well  as  whether  drinking  will  be  normal  or  maladaptive"  (p.  219). 

The  model  which  the  authors  sought  to  test  involved  four  hypothesized 
relationships.  First,  general  coping  skills  and  positive  expectancies  regarding  the 
effects  of  alcohol  make  significant  independent  contributions  to  predicting 
drinking  to  cope.  In  addition,  expectancies  will  mediate  between  general  coping 
skills  and  drinking  to  cope  (those  people  highest  in  alcohol  expectancies  will 
show  stronger  relationship  between  general  coping  skill  and  drinking  to  cope). 
Second,  alcohol  consumption  will  be  a  direct  function  of  alcohol  expectancies 
and  drinking  to  cope.  Third,  the  effect  of  general  coping  skills  will  impact  upon 
alcohol  consumption  indirectly  through  drinking  to  cope.  Finally,  alcohol  abuse 
status  will  be  a  positive  function  of  drinking  to  cope,  alcohol  expectancies  and 
alcohol  consumption. 

The  sample  of  1,057  respondents  in  the  present  study  were  drawn  from  a 
random  sample  survey  of  1,933  households  in  Erie  County,  New  York.  Subjects 
in  the  present  study  were  categorized  into  a  subject  group  of  199  respondents 
who  met  DSM-III  criteria  for  alcohol  abuse  or  dependence  and  a  comparison 
group  of  948  respondents  who  had  drank  alcoholic  beverages  in  the  past  year 


21 


McCormick:    Coping  Skills  and  Alcohol  Expectancies 

and  had  no  history  of  alcohol  abuse  or  dependence.  Data  were  collected  via 
home  interviews  which  utilized  an  interview  schedule  consisting  of  both  an 
interviewer  and  self-report  sections.   Interviews  required  approximately  90 
minutes. 

The  interview  schedule  consisted  of  a  total  of  five  measures  corresponding  to 
relevant  concepts  of  the  proposed  model.  The  five  measures  addressed  (a) 
problem  drinking  status,  (b)  alcohol  consumption,  (c)  drinking  to  cope,  (d) 
positive  alcohol  expectancies,  and  (e)  general  coping  skills. 

Problem  drinking  status  was  assessed  via  17  items  from  the  National  Institute 
of  Mental  Health  Diagnostic  Interview  Schedule.  Subjects  were  asked  if  they 
had  experienced  17  symptoms  related  to  problem  drinking.  Subjects  who 
responded  affirmatively  were  asked  a  follow  up  question  to  identify  the  number 
of  times  they  had  experienced  the  symptom  in  the  past  year.  The  17  questions 
were  divided  into  the  three  categories  of  (a)  a  pattern  of  pathological  alcohol 
use,  (b)  impairment  in  social  or  occupational  functioning  due  to  alcohol,  and  (c) 
evidence  of  tolerance  or  withdrawal.  Subjects  were  classified  as  alcohol  abusers 
if  they  responded  affirmatively  to  at  least  one  symptom  in  categories  (a)  and  (b), 
and  categorized  as  alcohol  dependent  if  they  responded  affirmatively  to  at  least 
one  symptom  in  either  category  (a)  or  (b)  and  one  symptom  in  category  (c). 

Alcohol  consumption  was  assessed  through  asking  respondents  to  estimate  their 
usual  quantity  and  frequency  of  all  beverage  types  over  the  past  twelve  months. 
Average  number  of  drinks  per  day  was  determined  with  one  drink  being  equal 
to  approximately  0.5  oz  of  absolute  alcohol. 

Drinking  to  cope  was  measured  using  a  scale  developed  by  Polich  and  Orvis 
(1979).  Respondents  were  asked  to  report  frequencies  (almost  never,  sometimes, 
often,  almost  always)  with  which  they  drank  alcoholic  beverages  for  six  reasons. 
These  six  reasons  dealt  with  the  use  of  alcohol  to  modify  or  regulate  unpleasant 
emotions. 

Positive  alcohol  expectancies  were  examined  using  a  composite  of  six  sub-scales 
of  the  Alcohol  Expectancy  Questionnaire  (Rosenhow,  1983).  These  six  sub- 
scales  assessed  respondents'  beliefs  about  the  effects  of  alcohol  in  the  areas  of 
global  positive  effects,  social  and  physical  pleasure,  sexual  enhancement,  power 
and  aggression,  social  expressiveness,  relaxation  and  tension  reduction. 
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General  coping  skills  were  measured  using  three  separate  measures.  The  first 
measure  of  general  coping  skills  addressed  anger  coping  styles.  This  measure 
examined  how  individuals  react  when  upset  or  angry.  Three  dimensions  of  anger 
coping  were  assessed:  (a)  the  extent  to  which  respondents  suppressed  or  avoided 
angry  feelings  (anger-in);  (b)  the  extent  to  which  respondents  engaged  in 
aggressive  behaviors  (anger-out);  and  (c)  the  extent  to  which  respondents 
controlled  anger  in  order  to  address  the  cause  of  the  angry  feelings  (anger- 
reflect).  The  second  measure  of  general  coping  skills  assessed  an  active  stress- 
coping  style  "characterized  by  the  belief  that  one  can  control  one's  environment 
coupled  with  direct  and  active  efforts  to  do  so"  (Cooper  et  al.,  1988,  p.  222). 
This  style  was  termed  "John  Henryism"  (JH).  John  Henryism  was  measured 
using  a  1  2-item  scale  in  which  respondents  identified  the  extent  to  which  each 
item  accurately  characterized  them.  The  third  measure  of  general  coping  skills 
measured  three  methods  of  coping  based  on  the  32-item  Health  and  Daily  Living 
Coping  Response  Index  (Moos,  Cronkite,  Billings,  &  Finney,  1986).  The  three 
methods  of  coping  were,  Active  Behavioral  Coping  (extent  to  which  active  and 
problem  solving  responses  were  used),  Active  Cognitive  Coping  (extent  to  which 
cognitive  strategies  are  used,  and  Avoidance  Coping  (use  of  avoidance,  denial 
and  tension  reduction). 

All  of  the  general  coping  indexes  (anger  coping  styles,  John  Henryism,  method 
of  coping)  were  factor  analyzed  to  clarify  interrelationships.  The  factor  analysis 
resulted  in  two  factors  being  extracted.  The  first  factor  was  comprised  of  anger- 
in,  anger-out,  avoidance  coping  and  anger  reflect.  This  factor  was  considered 
to  represent  the  domain  of  emotion-focused  coping.  The  second  factor  was 
comprised  of  Active  Cognitive  Coping,  Active  Behavioral  Coping  and  John 
Henryism  active  coping  style.  The  second  factor  was  considered  to  represent  the 
domain  of  problem  focused  coping. 

In  summary,  the  authors  sought  to  test  a  model  in  which  general  coping  skills, 
positive  alcohol  expectancies,  and  drinking  to  cope  were  hypothetically  related 
to  alcohol  consumption  and  alcohol  abuse  status.  The  five  components  of  the 
model  were  measured  through  home  interviews  which  used  both  interviewer  and 
self-reported  sections. 
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Results 

Hierarchical  multiple  regression  analyses  were  used  to  estimate  the  model 
initially  proposed.  Results  are  presented  in  terms  of  drinking  to  cope,  alcohol 
consumption,  and  alcohol  abuse  status. 

Drinking  to  Cope 

The  variables  of  alcohol  expectancies  and  general  coping  skills  variables  v/ere 
found  to  significantly  predict  drinking  to  cope.  The  emotional  coping  variables 
of  anger-in  and  avoidance  coping  were  found  to  be  significantly  positively 
related  to  drinking  to  cope.  That  is,  individuals  who  used  these  coping  styles 
more  often  were  likely  to  use  drinking  to  cope.  As  well,  positive  alcohol 
expectancies  were  found  to  mediate  the  relationship  between  coping  and  drinking 
to  cope.  Among  respondents  scoring  high  on  positive  alcohol  expectancies, 
anger-in  and  avoidance  coping  were  more  strongly  correlated  to  drinking  to  cope 
than  among  respondents  who  scored  low  on  alcohol  expectancies. 

Alcohol  Consumption 

The  variables  of  drinking  to  cope,  positive  alcohol  expectancies,  and  general 
coping  skills  were  found  to  significantly  predict  alcohol  consumption.  Cooper 
et  al.  (1988)  concluded  that  these  results  strongly  supported  their  model  and 
indicated  that  "individuals  who  drink  heavily  are  prone  to  use  drinking  to  cope, 
have  fewer  active  coping  skills,  and  possess  stronger  expectancies  for  the 
positive  effects  of  alcohol"  (p.  225). 

Problem-Drinking  Status 

The  variables  of  alcohol  consumption,  drinking  to  cope,  and  alcohol 
expectancies  were  significantly  positively  related  to  problem  drinking  status.  The 
authors  interpreted  these  findings  as  support  that,  at  all  levels  of  alcohol 
consumption,  individuals  are  more  likely  to  abuse  alcohol  if  they  report  using 
alcohol  to  cope,  and  hold  strong  positive  expectancies  for  the  effects  of  alcohol. 
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Total  Model 

In  viewing  the  entire  model  proposed  at  the  outset  of  the  study,  drinking  to  cope 
was  found  to  be  the  most  powerful  explanatory  variable.  Positive  alcohol 
expectancies  were  also  found  to  be  a  powerful  explanatory  variable  in  predicting 
problem-drinking  status;  however,  its  principle  effect  was  indirect  (through 
drinking  to  cope).  Two  general  coping  skills  were  found  to  be  important  in 
predicting  problem-drinking  status  indirectly.  Avoidance  Coping  and  anger-in 
had  an  indirect  effect  on  problem-drinking  status  through  drinking  to  cope; 
however,  this  relationship  was  true  only  for  respondents  who  held  strong 
positive  alcohol  expectancies.  In  general,  the  findings  supported  the  authors' 
model  with  one  refinement.  Findings  indicated  that  emotion-focused  coping  skills 
were  more  relevant  in  predicting  problem-drinking  status  than  problem-focused 
coping  skills. 

Implications  and  Applications  to  Therapeutic  Recreation 

Sneegas  (1989)  stated  that  social  skills  are  an  essential  part  of  an  enjoyable 
and  expressive  leisure  lifestyle.  However,  social  situations  are  often 
emotionally  stressful  for  people  with  alcoholism  (Denzin,  1987).  The  ability 
to  adaptively  cope  in  social  situations  as  opposed  to  relying  on  alcohol,  would 
appear  to  lessen  the  likelihood  of  further  alcohol  abuse.  Limited  coping  skills 
and  positive  alcohol  expectancies  contributing  to  the  use  of  alcohol  to  cope 
demonstrate  limitations  in  functional  abilities  for  meaningful  leisure 
involvement.  Intervention,  as  a  result,  should  focus  on  mediating  the  use  of 
alcohol  as  a  coping  mechanism  through  a  number  of  aspects  of  social 
interaction. 

First,  clients  should  be  encouraged  to  explore  and  identify  situations  which 
require  emotional  coping  skills,  since  these  types  of  situations  appear  most 
relevant  to  drinking  to  cope.  Techniques  utilizing  both  cognitive  (e.g., 
recollection  of  past  experiences)  and  experiential  (e.g.,  role-playing,  group 
initiatives)  means  to  identify  emotionally  charged  situations  would  appear  to 
be  useful. 
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Secondly,  coping  skills  typically  employed  in  emotionally  charged  situations 
should  be  identified  by  clients.  Cooper  et  al.  (1988)  cited  research  that  has  found 
that  avoidance  coping  and  low  self-esteem  both  are  related  to  drinking  to  cope, 
while  the  present  study  added  anger  suppression  (anger-in)  to  this  list  of 
maladaptive  responses.  Of  particular  relevance  in  interventions  focusing  on 
coping  styles  is  the  identification  of  the  consequences  of  using  these  strategies 
(e.g.,  drinking  to  cope).  This  practice  would  facilitate  clients  associating 
maladaptive  coping  responses  (such  as  avoidance  of  conflict  with  co-workers) 
to  the  consequences  of  these  same  maladaptive  responses  (such  as  getting  drunk 
as  a  result  of  a  "bad  day"  at  work). 

The  reliance  on  a  limited  repertoire  of  coping  skills  in  emotionally  difficult 
situations  identifies  a  need  for  social  skills  training  in  alcoholism  treatment. 
Cooper  et  al.  (1988)  suggested  that  social  skills  training  which  stressed 
acquisition  of  adaptive  skills  for  coping  with  negative  emotions  (e.g.,  anger 
management,  assertiveness  training)  may  prove  effective  in  modifying  use  of 
alcohol  to  cope.  Sneegas  (1989)  has  outlined  a  social  skills  training  program 
which  could  be  utilized  in  developing  a  program  of  this  sort. 

The  final  area  of  intervention  is  in  mediation  of  positive  alcohol  expectancies. 
Cooper  et  al.  (1988)  suggested  that  cognitive  restructuring  interventions  be  used 
to  modify  overly  positive  views  regarding  the  benefits  of  alcohol  in  light  of  the 
long  term  negative  effects  of  alcohol.  Some  recent  research  has  identified  at 
least  some  alcohol  expectancies  related  to  leisure.  Carruthers  (1990)  found  three 
dimensions  of  leisure  related  alcohol  expectancies  that  were  significantly  related 
to  drinking  behaviors.  Interventions  in  this  aspect  of  alcohol  abuse  should  focus 
on  identifying  both  general  and  leisure  related  alcohol  expectancies  held  by 
clients.  These  expectancy  beliefs  can  then  be  compared  to  past  experience  in 
order  to  examine  the  accuracy  of  expectancies. 

A  final  possible  intervention  is  suggested  by  the  practice  of  Alcoholics 
Anonymous  (A. A.).  The  "life  story"  told  by  members  of  A.A.  appears  to 
facilitate  identification  of  emotionally  difficult  situations,  identification  of  coping 
strategies  used  and  their  consequences,  and  alcohol  expectancies.  In  telling  their 
story,  A.A.  members  tell,  "what  it  was  like  (when  drinking),  what  happened  (as 
a  result  of  drinking),  and  what  it's  like  now  (in  recovery)"  (Alcoholics 
Anonymous,  1976).  A.A.  members  frequently  identify  situations  which  are 
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emotionally  difficult,  their  beliefs  and  use  of  alcohol,  and  the  long-term 
maladaptive  consequences  of  alcohol  use  in  these  "stories"  (McCormick,  1990). 
This  may  provide  a  model  for  the  use  of  a  "leisure  life  story"  in  therapeutic 
recreation  intervention. 

Summary 

The  reviewed  research  found  that  coping  styles  which  used  avoidance  strategies 
of  coping  with  emotion,  alcohol  expectancies,  and  use  of  drinking  to  cope  were 
linked  to  alcohol  use  and  abuse.  As  a  result,  therapeutic  recreation  specialists 
working  with  clients  who  have  alcoholism  should  consider  using  intervention 
strategies  which  address  a  number  of  the  aspects  of  this  complex  relationship. 
Identification  of  situations  requiring  emotional  coping  responses  and  styles  of 
coping  responses  which  clients  typically  employ  will  help  facilitate  clients' 
recognition  of  maladaptive  patterns  of  behavior  leading  to  the  use  of  alcohol  as 
a  coping  mechanism.  In  addition,  social  skills  training  interventions  may 
facilitate  the  development  of  a  broader  range  of  coping  strategies  available  to 
clients.  Finally,  cognitive  interventions  focusing  on  modifying  alcohol 
expectancies  may  reduce  the  perceived  utility  of  alcohol  as  a  coping  mechanism. 
The  overall  approach  identified  from  Cooper  et  al.  (1988)  research  is  one  in 
which  alcohol  abuse  is  addressed  through  factors  which  influence  its  origins  and 
reinforcement. 
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Hains,  A.  A.,  &  Szyjakowski,  M.  (1990).  A  cognitive  stress- 
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Stress  occurs  when  situations  or  events  place  demands  on  and  require  some  sort 
of  reaction  from  the  individual.  Stressful  situations  can  either  be  positive  or 
negative,  depending  on  the  nature  of  the  situation  and  the  individual's  repertoire 
of  skills  and  abilities  to  respond  to  the  stress.  While  stress  is  a  daily  occurrence 
in  most  people's  lives,  some  individuals  possess  few  resources  or  strategies  to 
respond  in  a  healthy  manner.  It  follows,  then,  that  when  individuals  with 
minimal  "stress-fighting"  skills  are  required  to  respond  to  long-term  or  intensive 
levels  of  stress,  these  persons  may  find  themselves  unable  to  cope  and  function 
adequately.  Since  negative  or  long-term  stress  can  temporarily  or  permanently 
affect  the  manner  in  which  a  person  functions  on  a  daily  or  lifetime  basis,  it 
becomes  a  concern  for  health  care  professionals.  When  a  person  becomes 
dysfunctional  due  to  the  effects  of  stress,  directed  intervention  and  remediation 
programs  may  be  necessary.  However,  most  health  care  professionals,  including 
therapeutic  recreation  specialists,  often  are  not  trained  in  specific  techniques  that 
have  been  proven  to  be  effective.  Additional  information  on  workable  solutions 
and  techniques  is  needed  in  order  to  target  and  improve  client  outcomes  in  stress 
reduction  programs. 

Description  of  the  Study 

The  reviewed  article  presented  the  results  of  a  research  study  examining  the 
effectiveness  of  a  cognitive  intervention  training  program  in  teaching  adolescents 
to  cope  with  stress.  The  study  used  a  pre/post-test,  treatment/control  group 
design  to  study  the  expected  changes  in  coping  strategies  and  related  emotional 
arousals.  The  hypotheses  stated  that  following  the  three-phase  intervention 
program,  the  treatment  group  (as  opposed  to  the  control  group)  would  show 
evidence  of:  (a)  a  decrease  in  anxiety,  depression  and  anger;  (b)  an  increase  in 
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self-esteem;  and  (c)  a  simultaneous  increase  in  adaptive  cognitions  and  decrease 
in  negative  cognitions.  The  latter  pertains  to  the  internal,  positive  or  negative 
"self-talk"  that  occurs  while  a  person  is  engaged  in  a  decision-making  process, 
that  reflects  either  a  problem-solving,  coping  strategy  or  a  dysfunctional, 
irrational  strategy. 

The  subjects  included  21  adolescent  males,  ages  16  to  17  years  old,  who 
attended  a  college  preparatory,  parochial  school  in  the  Midwest.  All  subjects 
were  white  with  the  exception  of  one  male  who  was  black  in  the  experimental 
group.  Nine  youths  were  randomly  assigned  to  the  experimental  or  treatment 
group  and  12  to  the  control  group. 

In  order  to  test  the  hypotheses,  the  researchers  used  several  published 
instruments  as  pre-  and  post-tests  of  the  dependent  measures.  The  assessment 
instruments  measured  anxiety  (the  State-Trait  Anxiety  Inventory  (STAI)  by 
Spielberger,  1983),  anger  (the  Anger  Inventory  by  Novaco,  1975);  self-esteem 
(the  Coopersmith  Sel:Esteem  Inventory  (CSE)  by  Coopersmith,  1981); 
depression  (a  modified  version  of  the  Beck  Depression  (BDI  by  Beck,  Rush, 
Shaw,  &  Emery,  1979;  Reynolds  &  Coats,  1986),  and  cognitions  (a  researcher 
developed  instrument  called  the  "Thought-Listing  Task").  For  all  instruments 
except  the  latter,  acceptable  reliability  and  validity  indices  were  reported  from 
previous  research  studies  (see  original  article  for  validity  and  reliability 
statistics). 

The  cognitive  intervention  program  involving  the  treatment  group  began  three 
days  after  the  pre-testing  was  completed.  The  training  procedure  paralleled  a 
three-phase,  cognitive-behavioral  stress-  inoculation  training  model  developed 
by  Meichenbaum  (1985)  for  adults.  The  three  phases  consisted  of:  a) 
conceptualization-training  the  youths  to  recognize  self-defeating  cognitions 
through  imagery-based  recall  of  stressful  events  and  self- monitoring  worksheets; 
b)  skill  acquisition  and  rehearsal  -  training  the  youths  to  challenge  and 
restructure  self-defeating  cognitions  and  emotions  into  rational  cognitions  and 
emotions;  and  c)  application  -  continued  practice  of  cognitive  restructuring  with 
two  specific  hypothetical  situations.  Each  of  the  three  phases  included  an  hour 
long  group  session  followed  by  two  20  to  40  minute  individual  sessions  with  the 
therapists/  researchers.  Throughout  the  treatment  period,  the  intervention 
included  an  emphasis  on  the  use  of  self-monitoring  worksheets,  rehearsal,  covert 
modeling,  and  discussion  as  techniques  to  translate  self-defeating  cognitions  into 
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rational  cognitions  when  reacting  to  stressful  situations.  A  second  follow-up 
post-test  was  conducted  on  the  treatment  group  10  weeks  after  the  end  of  the 
intervention  program  to  determine  the  "long  term  effects"  of  the  stress  coping 
program. 

Results 

A  multivariate  analysis  of  covariance  (MANCOVA)  was  conducted  on  the 
post-test  scores  of  trait  (temporary)  and  state  (long-term  pattern)  anxiety, 
anger,  self-esteem  and  depression,  with  the  pre-test  measures  serving  as 
covariates.  A  multivariate  group  effect  was  found  to  be  statistically  significant 
and  was  followed  by  univariate  analyses  of  covariance  (ANCOVAs)  of  the 
five  post-test  variables.    Significant  between-group  differences  were  found  for 
trait  anxiety,  anger,  and  self-esteem.  That  is,  the  treatment  group  was  found 
to  have  significantly  lower  trait  anxiety  and  anger  scores  and  significantly 
higher  self-esteem  scores.  The  treatment  group  did  not  experience  significant 
differences  in  state  anxiety  or  depression. 

With  regard  to  the  Thought-Listing  Task  instrument,  an  ANCOVA  was 
performed  on  the  number  of  positive  and  negative  thoughts  on  post-test 
versus  pre-test  measures.  The  treatment  group  reported  significantly  more 
positive  thoughts  than  the  control  group  for  one  hypothetical  situation  (test- 
taking)  and  no  differences  in  cognitions  on  the  second  hypothetical  situation 
(dating). 

The  ten-week  follow-up  was  conducted  on  the  experimental  group  only  (as 
the  control  group  received  the  intervention  shortly  following  the  treatment 
intervention  program).  The  treatment  group  showed  improvement  in  terms  of 
levels  of  anxiety  and  maintained  treatment  gains  on  the  other  measures 
(anger,  self-esteem  and  cognitions)  at  the  follow-up. 

The  following  provide  a  summary  of  the  significant  findings  of  the  reviewed 
research: 

a.     A  cognitive,  stress  reduction  intervention  program  is  a  viable  form 
of  intervention  for  adolescents; 
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b.  Youths  receiving  treatment  showed  significant  reductions  in  trait 
anxiety  and  anger,  and  significant  improvements  in  self-esteem  as 
compared  to  the  control  group; 

c.  The  treatment  group  showed  an  increase  in  positive  cognitions  in 
response  to  a  familiar  but  hypothetical  situation; 

d.  The  treatment  group  maintained  their  treatment  gains  for  a  ten-week 
period  following  the  program;  and 

e.  Training  adolescents  to  implement  effective  cognitive  restructuring  and 
self-feedback  while  facing  stressful  situations  has  potential  benefits  that 
extend  beyond  the  reduction  of  stress  and  anxiety  into  such  areas  as 
anger  control  and  improved  self-esteem. 

Limitations  of  the  Study 

The  authors  note  that,  as  with  most  studies,  limitations  in  the  design  and 
implementation  of  the  research  should  be  considered.  Among  those  are  sample 
size,  the  need  for  multiple  treatment  and  control  groups  under  varying 
conditions,  the  need  to  control  for  the  therapists/researchers  effects,  the 
immediate  delivery  of  treatment  to  the  control  group  which  disallowed  for  a 
follow-up  comparison  between  groups,  and  the  lack  of  female  subjects. 

Implications  and  Applications  to  Therapeutic  Recreation 

Several  concepts  and  conclusions  of  the  reviewed  research  may  provide 
directions  for  therapeutic  recreation  programming.  Many  therapeutic  recreation 
specialists  agree  that  unmanaged  or  long-term  stress  can  negatively  impact  client 
behavior  to  the  point  that  the  effectiveness  of  intervention  is  minimized.  For 
many  clients,  stress  may  be  a  primary  limitation  that  is  considered  and  targeted 
for  intervention  prior  to  the  emergence  of  other  leisure-related  issues  and  skills. 
In  order  to  meet  these  client  needs,  therapeutic  recreation  specialists  need  to 
become  more  familiar  with  several  concepts  related  to  stress  and  coping 
strategies.  These  concepts  may  lay  the  foundation  and  provide  the  "content"  for 
stress  management  programs  and  interventions. 
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Models  and  Definitions  of  Stress 

The  authors  of  the  reviewed  study  provided  a  preliminary  definition  of  stress 
within  their  article.  According  to  Hains  and  Szyjakowski  (1990),  stress  can  be 
viewed  as  single,  significant  events  (e.g.,  divorce,  economic  hardship,  illness, 
hospitalization,  family  discord)  or  everyday  stressors  (e.g.,  uncomfortable  social 
situations,  feeling  out  of  control,  inability  to  make  decisions  and  the  like).  While 
the  former  is  often  acknowledged  as  stressful  and  sanctioned  by  society,  it  may 
be  the  continual  exposure  to  multiple  daily  stressors  that  become  important  to 
effectual  client  functioning  (Hains  &  Szyjakowski,  1990).  Because  people  define 
and  cope  with  stress  in  individual  ways,  the  authors  suggest  that  the  specialist 
needs  to  become  aware  of  both  the  "major"  and  "everyday"  stressors  evoked 
within  the  client. 

In  actuality,  however,  the  authors  seemed  to  have  operated  under  a  more 
comprehensive  definition  of  stress  and  aimed  their  intervention  toward  this  end. 
Matheny,  Aycock,  Pugh,  Curlette  and  Silva  Cannella  (1986)  conducted  an 
extensive  literature  study  of  stress-related  research  and  found  that  most  authors 
used  one  of  three  models  of  stress  -  as  a  stimulus,  a  response,  or  a  transaction. 
Stimulus  models  look  at  the  antecedents  or  preceding  events  to  personal  strain 
and  emphasize  external  environmental  factors  (such  as  the  life  events  as  viewed 
by  Hains  and  Szyjakowski,  1990).  Response  models  concentrate  on  the 
individual's  response  to  experiences  perceived  as  being  stressful,  such  as  the 
"flight  or  fight"  syndrome.  Transaction  models  focus  on  the  interaction  between 
the  individual  (the  response)  and  the  environment  (the  stimulus)  and  the  resultant 
decisions  or  appraisal  process  that  occurs  within  the  individual  in  response  to  the 
stimulus.  Although  in  varying  degrees,  all  three  models  examine  the  common 
concepts  of  internal  or  external  demands,  internal  appraisal  of  the  seriousness 
of  demands  and  adequacy  of  resources  to  address  it,  and  reaction  or  response 
to  the  situation. 

Hains  and  Szyjakowski  (1990),  in  the  design  of  their  research  intervention  and 
variables,  seemed  to  be  addressing  the  more  complex  transactional  view  of 
stress,  in  that  they  were  concerned  about  the  stimulus  (contrived  or  real 
situations),  the  individual's  response  (self-defeating  versus  self-enhancing 
thoughts)  and  the  cognitive  restructuring  of  those  thoughts  into  more  active  and 
appropriate  responses  (the  major  intent  of  the  study  and  the  "Thought-Listing 
Task").  Therapeutic  recreation  specialists,  in  the  establishment  of  client  goals 
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and  the  design  of  intervention  programs,  also  would  improve  the  client's 
likelihood  for  success  if  the  transactional  type  of  model  was  considered.  That  is, 
the  therapist  should  emphasize  that  multiple  factors  are  involved  in  the 
perception  of  and  reaction  to  stress.  In  addition,  as  discussed  later,  specific 
behaviors  can  be  taught  to  aid  the  client  in  redefining  self-defeating,  ineffectual 
responses  to  stressful  situations. 

Theories  and  Techniques  for  Reducing  Stress 

Matheny,  et  al.  (1986),  in  their  review  of  the  stress  literature,  determined  that 
coping  strategies  fell  into  two  primary  categories,  those  which  are  preventative 
and  those  which  are  combative.  Preventative  strategies  encourage  a  pro-active 
approach  and  focus  on  the  development  of  behaviors  to  avoid,  adjust  or  alter 
stress-inducing  situations  before  they  occur  (e.g.,  adjusting  levels  of  work 
expectations  or  increasing  time  management  skills).  Combative  strategies  take 
on  a  more  reactive  approach  to  stress  during  or  after  its  onset  (e.g.,  biofeedback 
or  "tackling"  the  problem). 

Cognitive  restructuring  can  either  be  viewed  as  preventative  (Hains  & 
Szyjakowski,  1990)  or  combative  (Matheny,  et.  al.,  1986)  depending  on  its 
implementation.  It  involves  teaching  the  client  to  restructure  negative  thoughts 
into  positive  thoughts,  which  in  turn  increases  "stress  self-efficacy. "  It  forces  the 
client  to  re-examine  his/her  usual,  negative  cognitions  and  empowers  the  client 
to  respond  systematically  with  positive  internal  feedback.  Hains  and 
Szyjakowski,  (1990)  suggest  through  their  research  that  cognitive  restructuring 
can  be  preventative  through  teaching  clients  a  process  of  stress  reduction  prior 
to  its  occurrence.  Matheny,  et.  al.  (1986)  suggest  that  it  can  be  used  as  a 
combative  strategy  through  either  emotion  reduction  or  sensation  focusing. 
Therapeutic  recreation  specialists,  when  delivering  stress-reduction  programs, 
should  keep  these  two  related  concepts  in  mind.  First,  the  differences  between 
preventative  and  combative  strategies  seem  important  if  clients  are  to  minimize 
and/or  work  through  stressful  events.  These  differences  and  their  resulting 
implications  for  client  use  can  be  used  as  "content"  for  various  therapeutic 
recreation  programs.  Clients  can  be  taught  about  the  two  general  categories  and 
the  specific  interventions  within  each  (see  Matheny,  et.  al.,  1986  for 
explanation).  Clients  may  be  unaware  that  they  can  be  effective  in  reducing 
stress  prior  to  its  occurrence  or  may  feel  ineffectual  while  it  is  happening. 
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Helping  them  realize  that  a  variety  of  preventative  and  combative  strategies  exist 
may  assist  clients  in  examining  their  own  stress  patterns  and  discover  ways  to 
minimize  or  counter  these  patterns. 

Second,  therapeutic  recreation  specialists  should  become  more  aware  and 
competent  in  cognitive  restructuring  as  a  facilitation  or  intervention  technique. 
While  not  trained  as  counseling  psychologists,  specialists  will  find  that  the  basic 
concepts  are  sound  and  can  be  implemented  without  undue  difficulty.  It  should 
be  noted  that  Matheny,  et.  al.  (1986)  reported  that  empirical  research  has  shown 
cognitive  restructuring  to  be  the  most  effective  stress-reduction  treatment  when 
used  singularly.  Often  attempts  at  empowering  clients  and  getting  them  to 
exchange  positive  for  negative  thoughts  are  delivered  casually,  without  an 
overlying  structure  or  directed  purpose.  Cognitive  restructuring  may  be  an 
answer  to  formalizing  these  attempts  and  focusing  on  client  outcomes. 

Cognitive  Restructuring  as  a  Facilitation  Technique 

In  their  research  design,  Hains  and  Szyjakowski  (1990)  provide  a  framework  for 
the  delivery  of  effective  cognitive  restructuring  interventions.  Elements  of  their 
systematic  approach  can  be  adopted  by  therapeutic  recreation  specialists  in  a 
variety  of  settings. 

The  intervention  delivered  to  the  treatment  group  consisted  of  three-phases: 
conceptualization,  skill  acquisition  and  rehearsal,  and  application.  The 
conceptualization  phase  focused  on  the  awareness  of  irrational  cognitions  that 
promote  forms  of  emotional  arousal  (such  as  stress  and  anger)  and  the 
restructuring  of  these  cognitions.  During  this  phase  the  youths  were  asked  to 
identify  recent  stressful  situations  and  record  their  actions,  emotions,  and  self- 
defeating  thoughts.  The  group  and  individual  sessions  were  used  to  assure  that 
the  subjects  understood  the  procedure  and  the  concepts  presented,  and  to  deal 
with  any  problems. 

The  skill  acquisition  and  rehearsal  phase  emphasized  how  to  challenge,  examine 
evidence  for,  and  restructure  self-defeating  cognitions  that  the  subjects  learned 
to  identify  during  the  conceptualization  phase.  In  addition  to  identifying 
situations,  actions,  emotions,  and  self-defeating  thoughts  learned  in  the  first 
phase,  the  treatment  group  also  was  trained  to  record  rational  or  positive 
responses  to  the  self-defeating  thoughts  and  emotions  evoked  by  the  positive 

35 


Stumbo:    Stress  Coping  Skills 

cognitions.  Imagery-based  recall  was  used  to  help  the  youth  substitute  positive 
for  negative  thoughts  and  they  were  coached  on  how  to  use  "self-instructions" 
as  a  means  for  further  coping  with  stress  reactions.  The  individual  sessions 
reinforced  this  concept  and  allowed  the  individuals  to  practice  these  skills 
through  a  covert-  modeling  procedure.  This  phase  allowed  the  subjects  to 
rehearse  more  positive  reactions  and  emotions  with  prepared  rational  responses. 

The  application  phase  involved  further  practice  of  skills  and  the  preparation  for 
potential  stressful  events  through  a  group  task  and  discussion  process.  Dividing 
the  youth  into  two  groups,  the  researchers  asked  each  group  to  prepare  a 
hypothetical  stressful  situation  in  order  for  the  other  group  to  list  their  self- 
defeating  thoughts  and  replacement  positive  cognitions.  In  the  first  individual 
sessions,  the  youth  were  asked  to  anticipate  a  stressful  event  that  would  occur 
before  the  next  individual  session.  Again,  the  youth  were  asked  to  anticipate 
negative  and  substitute  cognitions  and  practice  the  latter  with  the  help  of  the 
researchers.  The  last  individual  session  then  involved  a  discussion  of  how  well 
each  youth  was  able  to  use  his  prepared  rational  responses  in  the  specific 
anticipated  event  and  apply  these  responses  to  other  general  future  events. 

The  above  treatment  program  is  reviewed  in  more  detail  than  usual  to  show  that 
a  structured,  sequential  process  with  identified  goals  at  each  stage  can  be 
implemented  with  success.  Therapeutic  recreation  specialists  can  use  this  process 
in  all  types  of  client  transactions.  Similar  to  teaching  strategies,  it  takes  a  client 
from  knowledge  to  comprehension  to  application/synthesis  in  a  systematic 
fashion.  It  assumes  the  client  enters  the  program  with  minimal  knowledge  and , 
exits  with  real-life  skills.  When  systematic  programs  such  as  this  are  designed 
and  implemented,  the  ability  to  identify  and  measure  client  outcome  goals  will 
increase.  It  should  be  noted  that  this  intervention  program  (with  about  six  total 
hours  of  contact)  produced  positive  effects  in  the  youth  that  remained  stable  at 
the  ten-week  follow-up.  This  suggests  that  a  sequential,  skill-building  program 
can  have  carry-over  value  in  client  behavior  change. 

Emotions  and  Stress  Reduction 

One  of  the  primary  purposes  behind  this  research  was  the  identification  of 
relationships  between  stress  and  emotions.  Following  this  program,  the 
researchers  concluded  that  youth  were  able  to  reduce  trait  (temporary)  anxiety, 
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state  (long-term)  anxiety  [at  the  ten  week  follow-up]  and  anger,  and  increase 
self-esteem  and  positive  cognitions.  Depression  were  not  effected.  While  these 
results  were  mixed  and  the  insignificant  effects  could  not  be  explained  fully  by 
the  researchers,  they  offer  some  insights  into  the  "by-products"  of  stress- 
reduction  programs.  It  is  not  surprising  that  anxiety,  anger,  self-esteem  and 
positive  thoughts  are  related  in  some  way  to  stress.  Persons  who  feel  a  lack  of 
"stress  self-efficacy"  may  be  anxious  and  angry,  and  have  lowered  self-esteem 
and  positive  "self-talk."  While  most  therapeutic  recreation  specialists  may  not 
implement  programs  in  order  to  conduct  research  and  confirm  these  results,  it 
is  useful  to  know  that  through  the  delivery  of  similar  systematic  programs  that 
these  effects  may  be  experienced  by  clients.  Since  stress  and  these  other 
variables  have  been  shown  to  be  inter- related,  the  specialist  may  have  more 
confidence  that  as  clients  are  able  to  control  stress,  the  accompanying  emotions 
are  also  affected. 

Summary 

The  reviewed  research  examined  the  effects  of  a  sequential  stress-reduction 
intervention  program  on  male  youths.  The  concepts  underlying  the  study,  its 
intervention  program  and  its  results  have  several  implications  for  therapeutic 
recreation  specialists  who  deliver  stress  coping  programs. 

Among  the  implications  discussed  are: 

a.  Therapeutic  recreation  specialists  should  become  familiar  with  the 
transactional  model  of  stress.  In  that  it  examines  the  interaction 
between  the  individual  (the  response),  the  environment  (the  stimulus) 
and  the  decision-making  process,  it  is  a  useful  tool  to  teach  clients 
the  multiple  factors  involved  in  stress  coping.  It  assures  that  the 
specialist  views  stress  as  a  multi-faceted  phenomenon  and  the 
concept  can  provide  basic  content  for  stress  reduction  programs. 

b.  Therapeutic  recreation  specialists  should  become  familiar  with 
preventative  and  combative  strategies  for  stress  reduction.  Clients 
may  be  trained  in  both  types  of  techniques,  depending  on  their 
cognitive  ability  and  life  situation.  Similar  to  the  transactional 
model,  these  techniques  may  be  used  by  the  specialist  as  a 


37 


Stumbo:    Stress  Coping  Skills 

foundation  for  introducing,  practicing,  and  applying  stress  reduction 
strategies. 

c.  Cognitive  restructuring  can  provide  a  systematic  avenue  for  assisting 
clients  in  substituting  self-enhancing  for  self-defeating  thoughts.  The 
three-phase  intervention  program  used  in  this  study  outlines  a 
sequential  method  to  move  clients  through  progressive  skill-building 
sessions.  The  formal  application  of  this  technique  may  prove  to  have 
a  lasting  effect  on  behavior  change. 

d.  Negative  emotions  (such  as  anger  and  anxiety)  may  contribute  to  an 
individual's  stress  and  impact  his/her  self-esteem.  The  results  of  the 
study  suggest  that  anger  and  anxiety  can  be  decreased  and  self-esteem 
and  positive  cognitions  can  be  increased  through  sequential  stress 
reduction  programs.  Through  the  reduction  of  negative  emotions,  the 
client  is  able  to  increase  a  sense  of  "stress  self-efficacy"  and 
empowerment  that  may  have  carry-over  value  into  community  life. 
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Chronic  obstructive  airways  disease  (COAD)  is  a  major  medical  problem.  In  the 
United  Kingdom,  where  this  study  was  conducted,  dyspnoea  (breathlessness)  is 
the  largest  single  cause  of  absence  from  work.  Yet  COAD  receives  little  public 
attention.  "As  with  many  other  chronic  illness  conditions  much  of  the  daily 
reality  and  experience  of  coping  with  chronic  illness  and  disability,  both  for  the 
sufferer  and  his  or  her  family,  goes  on  'behind  closed  doors'"  (Williams  & 
Bury,  1989,  p.  609). 

Research  concerning  COAD  has  tended  to  focus  on  medical  aspects  of  the 
disease.  The  current  study  was  undertaken  to  investigate  the  wider  social 
dimensions  of  COAD.  An  important  premise  of  the  study  is  that  the  delineation 
of  broader  quality  of  life  measures  in  relation  to  chronic  illness  is  necessary  for 
determining  treatment  benefits  and  delivering  optimal  care.  This  premise  implies 
that  treatment  and  rehabilitation  cannot  rely  solely  upon  medical  approaches. 

Description  of  the  Study 

The  purpose  of  this  study  was  to  quantitatively  assess  disablement  experienced 
by  people  diagnosed  with  COAD.  The  sample  was  comprised  of  male  and 
female  outpatients  (N  =  92)  selected  from  two  London  chest  clinics.  Clinical  data 
on  impairment  and  disability  were  gathered  through  various  medical  assessments 
including  measures  of  lung  function,  gradings  of  breathlessness,  oxygen 
deficiency  in  the  blood,  etc.  These  measures  will  not  be  discussed  in  detail  in 
this  review. 
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Three  primary  measures  used  in  the  study  provide  the  focus  of  this  review. 
General  psychological  distress  was  assessed  using  a  12-item  version  of  the 
General  Health  Questionnaire  (GHQ-12)  (Goldberg  &  Hillier,  1979).  In 
screening  studies  using  the  GHQ12,  individuals  scoring  more  than  2  out  of  12 
on  the  dichotomous  scoring  procedure  were  classified  as  potential  candidates  for 
psychiatric  help.  Raw  scores  can  be  interpreted  broadly  as  a  measure  of  overall 
severity  (Goldberg  &  Hillier,  1979).  The  Functional  Limitations  Profile  (FLP) 
(Patrick,  1982),  was  administered  to  obtain  a  more  complete  assessment  of 
disability.  The  FLP  provides  summary  indices  for  physical,  psychosocial  and 
overall  dysfunction  as  well  as  separate  scores  for  12  categories  of  activity 
including  household  management,  body  care  and  movement,  mobility, 
ambulation,  sleep  and  rest,  recreation  and  pastimes,  employment,  alertness, 
communication,  eating,  social  interaction,  and  emotional  behavior.  In  addition 
to  these  measures,  an  instrument  designed  by  the  researchers  for  use  in  this 
study  was  administered  to  obtain  information  concerning  such  topics  as 
sociodemographic  data,  practical  problems  of  daily  life,  social  support,  isolation 
and  stigma,  feelings  about  the  illness,  etc. 

Results 

The  sample  was  predominantly  male  (67.0%),  married  (74.0%)  and  living  with 
spouse  (75.0%).  The  mean  age  of  the  sample  was  58.3  years.  Only  12 
individuals  (13%)  were  in  full-time  employment.  All  respondents  displayed 
dyspnoea  ranging  from  breathless  when  hurrying  on  level  areas  or  walking  up 
a  slight  hill  to  breathless  while  dressing/undressing  or  after  a  few  yards.  Other 
commonly  experienced  symptoms  included  general  tiredness,  chronic  cough  and 
sputum  production,  distractibility,  forgetfulness,  and  sexual  inhibition.  The 
mean  GHQ-12  score  was  4.2  (SD  1.9),  indicating  need  for  psychiatric  help. 
Results  from  the  FLP  indicated  considerable  limitations  in  household 
management,  ambulation,  sleep  and  rest,  recreation  and  pastimes,  and 
employment.  Work  and  recreation  and  pastimes  ranked  as  the  top  two  functional 
limitations.  Social  interaction  ranked  eighth.  The  main  source  of  social  support 
came  from  the  spouse,  mainly  wives.  Twenty  percent  of  the  sample  claimed  that 
they  did  not  have  a  network  of  family/friends  or  neighbors  whom  they  could 
rely  upon  for  help  and  support  if  needed.  When  asked  how  often  they  had 
feelings  of  social  isolation,  44.6%  reported  they  sometimes  felt  this  way  and 
19.6%  reported  they  often  felt  this  way. 
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Implications  and  Applications  for  Therapeutic  Recreation 

Chronic  conditions  and  disabilities  have  supplanted  acute  disease  as  the  largest 
health  care  problem  facing  our  nation  (Corbin  &  Strauss,  1988;  Sullivan  & 
Lewin,  1988).  Medical/technological  advances  and  more  appropriate  and  cost 
effective  alternatives  to  long-term  hospital  care  are  likely  to  increase  the  number 
of  people  with  major  chronic  medical  problems  who  receive  services  as 
outpatients.  Not  only  does  much  of  the  research  concerning  major  chronic 
medical  problems  neglect  social  dimensions  of  chronic  illness  for  individuals  and 
their  families  as  Williams  and  Bury  (1989)  suggest,  but  it  appears  that  outpatient 
service  models  may  also  de-emphasize  these  needs.  The  medical  model  itself  is 
concerned  almost  exclusively  with  health  care,  which  meets  only  some  of  the 
needs  of  individuals  trying  to  maintain  themselves  either  at  home  or  in  a  work 
setting  (Sullivan  &  Lewin,  1988). 

The  findings  of  this  study  lend  support  to  the  premise  that  individuals  with  major 
chronic  medical  problems  are  susceptible  to  a  host  of  difficulties  that  are  not 
merely  medical  in  nature.  Caplan  (1988)  suggests  that  many  of  the  problems 
experienced  by  individuals  with  chronic  illnesses  or  disabilities  are  as  much 
social  as  medical  and  that  they  are  seeking  social  opportunity  to  lead  their  own 
lives  rather  than  beneficence  of  charity.  The  desire  to  understand  the  wider 
dimensions  of  the  consequences  of  chronic  illness  is  important  to  therapeutic 
recreation  specialists  as  we  attempt  to  establish  or  continue  our  participation  in 
the  health  care  arena  serving,  in  this  case,  an  often  neglected  population. 

The  finding  that  recreation  and  pastimes  was  the  second  highest  functional 
limitation  as  measured  by  the  FLP  has  particular  relevance  to  therapeutic 
recreation.  The  expertise  of  this  profession  is  needed  to  design  and  deliver  a 
continuum  of  therapeutic  recreation  services  available  to  the  individual  with 
chronic  illness  receiving  outpatient  services.  As  described  by  Peterson  and  Gunn 
(1984),  needs  based,  goal  oriented,  client  centered  outpatient  therapeutic 
recreation  services  for  individuals  with  chronic  illness  can  assume  a  treatment, 
leisure  education,  and/or  recreation  participation  focus.  In  addition  to  actual 
delivery  of  therapeutic  recreation  services,  various  supportive  needs  can  be 
addressed.  Zola  (1988)  points  out  that  caregivers,  particularly  families,  need  to 
be  trained  and  supported  in  various  ways  to  enhance  their  efforts  to  cope  with 
new  responsibilities  and  risks  associated  with  at-home  service.  The  provision  of 
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technical  assistance  and  training  to  caregivers,  volunteers  and/or 
paraprofessionals  will  provide  valuable  assistance  with  program  efforts. 
Therapeutic  recreation  specialists  can  work  with  a  variety  of  formal  and  informal 
service  providers  to  facilitate  the  individual's  and  family's  renewed  involvement 
inside  and  outside  the  home  setting. 

The  emergence  of  work  and  recreation  and  pastimes  as  the  top  two  functional 
limitations  reported  in  the  study  also  helps  to  legitimize  the  need  for  expressive 
support,  such  as  recreation,  and  not  merely  instrumental  support,  such  as 
household  management.  In  comparison,  home  care  services  focus  almost 
exclusively  on  needs  related  to  medical  and  personal  care,  homemaking  services, 
and  meals  (Smith  &  Lipman,  1986).  As  Sylvester  (1989)  suggests,  reflection 
about  therapeutic  recreation's  proper  mission  is  in  order.  "The  heritage  of 
therapeutic  recreation  has  an  instrumental  theme,  stressing  its  utility  for 
achieving  'useful'  results"  (Sylvester,  1989,  p.  17).  Sylvester  (1989)  further 
states  that  "human  beings  have  a  higher  order  of  needs  related  to  freedom, 
dignity,  and  quality  of  life  which  are  not  categorically  precluded  by  dysfunction" 
(p.  17).  Caplan  (1988)  reminds  us  that  people  with  chronic  illnesses  or 
disabilities  may  be  no  more  entitled  to  equality  of  outcome  than  any  other 
citizen,  but  they  are  entitled  to  equality  of  opportunity.  Therapeutic  recreation 
specialists  must  continue  to  work  toward  a  more  unified  health  care  approach  in 
which  service  providers  and  recipients  recognize  and  value  the  array  of  benefits 
therapeutic  recreation  services  can  provide. 

Of  additional  significance  to  therapeutic  recreation,  this  study  demonstrated  the 
need  to  address  problems  of  social  isolation  and  psychological  distress  associated 
with  a  major  chronic  illness.  The  profession  of  therapeutic  recreation  seems 
uniquely  suited  for  this  role.  A  major  chronic  illness  disrupts  the  social  support 
network  of  the  individual  and  the  family.  The  individual,  family  members  and 
friends  may  retreat  into  themselves  and  withdraw,  at  least  temporarily,  their 
support  (LeMaistre,  1985;  Strauss,  1975).  Mood  and  interpersonal  relations  can 
be  affected  (Strauss,  1975).  "The  single  person  who  is  without  benefit  of  support 
from  family  and  who  has  few  friends  is  especially  at  risk"  (LeMaistre,  1985,  p. 
71).  Major  chronic  illness  or  disability  may  also  lead  to  distress  requiring 
psychiatric  help  as  suggested  in  this  study.  LeMaistre  (1985)  points  out  that 
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uncertainty  about  the  future  constitutes  a  major  assault  on  the  individual's  self 
image.  Feelings  of  dependency  and  of  being  a  burden,  quite  commonly 
experienced  by  the  respondents,  may  contribute  to  feelings  of  psychological 
distress.  The  possibility  of  psychological  distress  is  heightened  by  a  lack  of 
stimulation  which  may  result  from  diminished  capacities  in  the  individual  and 
in  the  ability  of  the  environment  or  significant  others  to  provide  optimal 
conditions  for  remaining  full  participants  in  the  activities  of  daily  life. 

Those  responsible  for  medical  care  must  establish  a  closer  liaison  with  other 
service  providers  in  order  to  identify  and  reduce  social  isolation  and 
psychological  distress.  Barriers  to  collaboration  may  include  the  practice  of 
educating  for  disciplinary  specialization  (Faulkner,  1985),  a  tendency  for  helping 
professionals  to  function  in  relative  isolation  rather  than  in  mutual  support  with 
other  service  providers  (Valine  &  Valine,  1984),  and  the  comparatively  recent 
emergence  of  therapeutic  recreation  in  the  health  care  arena. 

A  systematic  integrative  policy  for  addressing  wider  dimensions  of  the 
consequences  of  chronic  illness  has  not  been  forthcoming.  It  appears,  then,  that 
the  "door  to  the  future  is  open"  and  therapeutic  recreation  specialists  have  the 
opportunity  to  take  a  leadership  role  in  altering  the  image  of  outpatient  care. 
Therapeutic  recreation  specialists  need  to  recognize  that  one  of  our  professional 
roles  is  to  act  as  a  catalyst  in  the  development  of  more  appropriate  and 
acceptable  options  for  long-term  health  care.  We  can  promote  the  professional 
education,  cooperation,  and  integration  necessary  to  ensure  that  therapeutic 
recreation  services  are  used  to  mitigate  certain  functional  limitations  of  chronic 
illness  and  increase  social  involvement  and  feelings  of  connectedness. 

A  specific  example  of  the  potential  role  of  therapeutic  recreation  relates  to  the 
potentially  stigmatizing  aspects  of  CO  AD.  Williams  and  Bury  (1989)  reported 
that  the  vast  majority  of  the  sample  stated  that  they  did  get  embarrassed  "due  to 
either  their  illness  directly,  their  disability  and  mobility  related  problems  when 
in  public,  or  the  utilization  of  their  medication  (such  as  inhalers,  nebulizers  or 
oxygen)  when  in  the  company  of  others"  (p.  614).  Symptoms  of  coughing, 
sputum  production,  and  breathlessness  distract  considerably  from  social 
interaction  and  could  lead  to  social  withdrawal.  Leisure  interests  and  experiences 
that  are  valued  by  individuals  and  their  peers  and  significant  others  could 
provide  an  avenue  for  maintaining  social  involvement.  The  most  meaningful 


44 


Wilhite:    Chronic  Illness 

benefits  of  leisure  often  reside  in  the  sharing  of  common  interests  and  the 
development  of  relationships,  including  friends  and  companions,  through 
participation  in  these  common  experiences.  In  addition,  thoughtful  selection  and 
possible  modification  of  leisure  experiences  can  provide  the  individual  with 
participation  opportunities  that  promote  autonomy  through  exercising  choice  and 
control. 

Another  relevant  example  of  the  potential  role  of  therapeutic  recreation  regards 
work  status.  For  individuals  with  chronic  illness  who  are  unemployed  or 
underemployed,  leisure  participation  may  have  little  meaning.  An  excess  of 
enforced  free  time  may  turn  what  could  be  a  time  for  self  development,  renewal 
and  socialization  into  a  time  of  boredom,  anxiety  or  frustration.  Strauss  (1975) 
reports  that  the  consequences  of  too  much  time  can  include  decreased  social 
skills,  family  strains,  negative  impact  on  identity,  and  physical  deterioration. 
Developing  the  personal  and  leisure  skills  needed  to  make  individual  choices 
regarding  how  to  use  discretionary  time  can  be  an  important  outcome  of 
therapeutic  recreation  services  for  individuals  with  chronic  illness.  Zoerink 
(1988)  implied  that  leisure  education  programs  offered  in  home  and  community 
settings  can  positively  influence  this  outcome. 

Findings  of  this  study  also  revealed  that  the  primary  responsibility  of  care  for 
the  individual  with  CO  AD  rests  with  the  spouse  and  immediate  family.  Even 
when  wider  social  support  networks  were  available,  it  appeared  that  these 
networks  were  not  frequently  mobilized  or  drawn  upon.  It  was  reported  that 
some  respondents  did  not  want  to  over  burden  already  busy  family  lives  and  thus 
did  not  seek  care  from  this  source.  The  researchers  pointed  out  that  while  care 
is  often  given  willingly,  it  can  be  both  emotionally  and  physically  demanding. 
Chronic  illness  cannot  be  managed  effectively  without  considering  the 
individual's  relationship  with  his  or  her  family  (Strauss,  1975).  Spouse  and 
family  members  must  have  their  personal  needs  acknowledged  through 
opportunities  for  free  time,  relaxation,  socialization,  and  pursuit  of  personal 
interests.  The  disruption  of  the  recreational/social  outlets  of  caregivers  can  be 
especially  devastating  because  these  individuals  need  opportunities  to  keep 
emotionally  replenished  in  order  to  maintain  their  own  well-being  as  well  as  to 
remain  of  assistance  to  the  individual  with  chrome  illness  or  disability. 
Therapeutic  recreation  specialists  have  a  significant  opportunity  to  design  and 
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deliver  respite  care  services  which  feature  meaningful  content  for  the  individual 
with  chronic  illness  as  well  as  necessary  reprieve  for  the  caregiver.  During  this 
time,  individuals  can  begin  to  develop  or  refine  some  leisure  choices  they  can 
pursue  with  minimum  assistance  or  without  companionship.  This  skill  will  afford 
caregivers  additional  opportunities  for  necessary  respite. 

A  final  consideration  for  therapeutic  recreation  specialists  regards  future 
research  directions.  Admittedly,  we  may  actually  know  very  little  about  the 
problems  of  living  with  certain  chronic  illnesses  or  disabilities.  Most  of  what  we 
do  know  pertains  to  the  experiences  of  individuals  while  in  hospital  or 
rehabilitation  settings.  We  need  to  know  more  about  what  life  is  like  "back 
home"  in  light  of  a  specific  illness  or  disability  and  its  consequences.  In 
addition,  research  is  needed  which  examines  the  individual's  adaptations  to  the 
transitions  of  adulthood  and  the  process  of  aging  with  a  chronic  illness  or 
disability  and  the  role  of  leisure. 

Summary 

Researchers  from  outside  the  field  of  therapeutic  recreation  are  demonstrating 
that  major  chronic  illness  is  not  only  a  medical  problem,  but  a  psychosocial  one. 
Thus,  outpatient  treatment  and  rehabilitation  programs  for  individuals  with  major 
chronic  illness  must  also  address  problems  of  social  isolation  and  psychological 
distress. 

The  goals  of  helping  individuals  to  live  as  interdependently  as  possible, 
preventing  or  delaying  re-hospitalization,  reducing  isolation,  and  empowering 
self  image  were  espoused  in  this  study.  With  responsive  and  pro-active 
leadership,  the  therapeutic  recreation  profession  can  assume  a  positive  presence 
in  the  outpatient  setting  and  can  make  an  important  contribution  to  the  quality 
of  life  for  individuals  with  a  major  chronic  illness  such  as  COAD  and  their 
families. 


46 


Wilhite:    Chronic  Illness 

References 

Caplan,  A.  L.  (1988).  Is  medical  care  the  right  prescription  for  chronic  illness?. 
In  S.  Sullivan  &  M.  E.  Lewin  (Eds.),  The  economics  and  ethics  of  long- 
term  care  and  disability  (pp.  73-89).  Washington,  DC:  American 
Enterprise  Institute  for  Public  Policy  Research. 

Corbin,  J.  M.,  &  Strauss,  A.  (1988),  Unending  work  and  care:  Managing 
chronic  illness  at  home.  San  Francisco:  Jossey-Bass. 

Faulkner,  A.  O.  (1985).  Interdisciplinary  health  care  teams:  An  educational 
approach  to  improvement  of  health  care  for  the  aged.  Gerontology  and 
Geriatrics  Education,  5^  29-39. 

Goldberg,  D.  &  Hillier,  V.  F.  (1979).  A  scaled  version  of  the  General  Health 
Questionnaire.  Psychological  Medicine,  2,  139-145. 

LeMaistre,  J.  (  1985).  Beyond  rage:  The  emotional  impact  of  chronic  physical 
illness.  Oak  Park,  IL:  Alpine  Guild. 

Patrick,  D.  (Ed.)  (1982).  Health  and  care  of  the  physically  disabled  in  Lambeth: 
Phase  I  report.  London:  Department  of  Community  Medicine,  St. 
Thomas'  Hospital  Medical  School. 

Peterson,  C.  A.,  &  Gunn,  S.  L.  (1984).  Therapeutic  recreation  program  design, 
principles  and  procedures.  Englewood  Cliffs,  NJ:  Prentice-Hall,  Inc. 

Smith,  K.  J.,  &  Lipman,  A.  (1986).  Social  needs  of  the  disabled  elderly:  An 
interdisciplinary  assessment  of  long-term  care  needs.  Topics  in  Geriatric 
Rehabilitation.  I,  58-69. 

Strauss,  A.  L.  (1975).  Chronic  illness  and  the  quality  of  life.  St.  Louis:  C.  V. 
Mosby  Company. 

Sullivan,  S.,  &  Lewin,  M.  E.  (Eds.)  (1988).  The  economics  and  ethics  of  long- 
term  care  and  disability.  Washington,  DC:  American  enterprise  Institute 
for  Public  Policy  Research. 


47 


Wilhite:    Chronic  Illness 

Sylvester,  C.  (1989).  Quality  assurance  and  quality  of  life:  Accounting  for  the 
good  and  healthy  life.  Therapeutic  Recreation  Journal,  23(2),  7-22. 

Valine,  W.  J.,  &  Valine,  L.  M.  (1984).  The  concept  of  counselling  as 
interdisciplinary  teamwork.  International  Journal  for  the  Advancement  of 
Counselling,  7,  229-237. 

Williams,  S.  J.,  &  Bury,  M.  R.  (1989).  Impairment,  disability  and  handicap  in 
chronic  respiratory  illness.  Social  Science  Medicine,  29(5),  609-616. 

Zoerink,  D.  A.  (1988).  Effects  of  a  short-term  leisure  education  program  upon 
the  leisure  functioning  of  young  people  with  spinal  bifida.  Therapeutic 
Recreation  Journal,  22(3),  44-52. 

Zola,  I.  K.  (1988).  Policies  and  programs  concerning  aging  and  disability: 
Toward  a  unifying  agenda.  In  S.  Sullivan  &  M.  E.  Lewin  (Eds.),  The 
economics  and  ethics  of  long-term  care  and  disability  (pp.  90-130). 
Washington,  DC:  American  Enterprise  Institute  for  Public  Policy 
Research. 


48 


V?  I 


RESEARCH  INTO  ACTION 

APPLICATIONS  FOR  THERAPEUTIC  RECREATION 
PROGRAMMING 

VOLUME  9 

edited  by  Mary  A.  Mathieu,  Cynthia  Wachter, 
and  Judith  E.  Voelkl 


Office  of  Recreation  and  Tourism  Development,  Department  of  Leisure  Studies 

Cooperative  Extension  Service,  University  of  Illinois 

August  1992 


The  Office  o 
link  between 
Department  ( 

The  primary 
are: 


The  activitie 
includes  apj 
teaching,  pi 
visits,  phom 
Park  District 
and  Comme 

Staff: 


NOTICE:  Return  or  renew  all  Library  Materials!  The  Minimum  Fee  for 
each  Lost  Book  is  $50.00. 

The  person  charging  this  material  is  responsible  for 
its  return  to  the  library  from  which  it  was  withdrawn 
on  or  before  the  Latest  Date  stamped  below. 
Theft,  mutilation,  and  underlining  of  books  are  reasons  for  discipli- 
nary action  and  may  result  in  dismissal  from  the  University. 
To  renew  call  Telephone  Center,  333-8400 


UNIVERSITY 


URBANA-CHAMPAIGN 


the  principal 
Service,  the 
ire  services. 

Development 


L161— O-1096 


Bruce  E.  Wicks,  rn.jj.,  v_mci 

D.  James  Brademas,  Ph.D.,  Educational  Resource  Specialist 

Robert  D.  Espeseth,  M.S.,  Resource  Recreation  Specialist 


rvice 
ation 


;rvice 
>ment 


e. 


ig  of 


:ation 


pproach  which 
)ps,  seminars, 
jrial,  personal 
iences  include 
lth  Institutions 


Urbana,  Illinois    August  1992 

Issued  in  furtherance  of  Cooperative  Extension  Work,  Acts  of  May  8  and  June 
30,  1914,  in  cooperation  with  the  U.S.  Department  of  Agriculture.  DONALD 
L.  UCHTMANN,  Director,  Cooperative  Extension  Service,  University  of 
Illinois  at  Urbana-Champaign.  The  Illinois  Cooperative  Extension  Service 
provides  equal  opportunities  in  programs  and  employment. 


RESEARCH  INTO  ACTION 


APPLICATIONS  FOR  THERAPEUTIC  RECREATION 
PROGRAMMING 


VOLUME  9,  1992 


EDITORS 


Mary  A.  Mathieu 
Cynthia  Wachter 
Judith  E.  Voelkl 


LAYOUT  DESIGN 


Tsu-Hong  Yen 


Office  of  Recreation  and  Tourism  Development 
Department  of  Leisure  Studies/Cooperative  Extension  Service 
104  Huff  Hall,  1206  South  Fourth  Street 
Champaign,  Illinois  61820 


1992,  Copyright  by  the  University  of  Illinois  Board  of  Trustees 


CONTRIBUTORS 


Jesse  T.  Dixon,  Ph.D. 
PSFA0431 

Department  of  Recreation  Parks 
and  Tourism 

San  Diego  State  University 
San  Diego,  CA   92182-0368 


Norma  Stumbo,  Ph.D.,  CTRS 
McCormick  101 
Recreation  and  Park 
Administration 
Illinois  State  University 
Normal,  IL  61761 


Dovie  Jane  Gamble,  Ph.D. 
227  Florida  Gym 
Department  of  Recreation, 
Parks  and  Tourism 
University  of  Florida 
Gainesville,  FL   32611-2034 


Joseph  D.  Teaff,  Ed.D. 
Department  of  Recreation 
Southern  Illinois  University 
at  Carbondale 
Carbondale,  IL   62901-4509 


Sandra  Wolf  Klitzing, 

M.S., CTRS. 

104  Huff  Hall 

Department  of  Leisure  Studies 

University  of  Illinois 

Champaign,  IL   61820 


Judith  E.  Voelkl,  Ph.D. 
104  Huff  Hall 

Department  of  Leisure  Studies 
University  of  Illinois 
Champaign,  IL  61820 


David  Kremer 
Department  of  Recreation 
Southern  Illinois  University 
at  Carbondale 
Carbondale,  IL   62901-4509 


REVIEWERS 


Dovie  Jane  Gamble,  Ph.D. 
227  Florida  Gym 
Department  of  Recreation, 
Parks  and  Tourism 
University  of  Florida 
Gainesville,  FL   32611-2034 


Marianne  Mossing,  M.S.,  CTRS 
7  Happ  Road 

Northern  Suburban  Special 
Recreation  Association 
New  Trier  West  Center 
Northfield,  IL  60093 


Barbara  Hawkins,  Ph.D. 
2853  East  Tenth  Street 
Institute  for  the  Study  of 
Developmental  Disabilities 
Indiana  University 
Bloomington,  IN   47405 


Pam  Wilson,  CTRS 
300  South  Hawthorne  Road 
North  Carolina  Baptist  Hospital 
Winston  Salem,  NC   27103 


TABLE  OF  CONTENTS 


INTRODUCTION 


1.    QUANTIFYING  PHYSICAL  ACTIVITY  IN  THERAPEUTIC 
RECREATION  TO  DOCUMENT  HEALTH  BENEFITS  OF 
PARTICIPATION 2 

Review  of  Freedson,  P.S.  (1991).    Electronic  motion  sensors 
and  heart  rate  as  measures  of  physical  activity  in  children. 
Journal  of  School  Health,  61(5),  220-223. 

By  Jessie  T.  Dixon 


2.    EFFECTS  OF  A  CATASTROPHIC  ILLNESS:    THERAPEUTIC 

RECREATION  INTERVENTION    9 

Review  of  Spiegel,  D.,  Bloom,  J.R.,  Kraemer,  H.C.  &  Gotthiel, 
E.  (1989).    Effects  of  psychosocial  treatment  on  survival  of 
patients  with  metastatic  breast  cancer.    Lancet,  2.  888-891. 
and  Spiegel,  D.,  Bloom,  J.,  Yalom,  I.  (1981).    Group  support 
for  patients  with  metastic  cancer:    A  randomized  prospective 
outcome  study.    Archive  of  General  Psychiatry,  38,  527-533. 

By  Dovie  Jane  Gamble 


3.    HOMOPHOBIA  AND  AIDS-PHOBIA:    IMPLICATIONS  FOR 

THERAPEUTIC  RECREATION  SERVICES     20 

Review  of  Pleck,  J.H.,  O'Donnel,  L.,  O'Donnell,  C,  & 
Snarey,  J.  (1988).    AIDS-phobia,  contact  with  AIDS,  and  AIDS- 
related  job  stress  in  hospital  workers.    Journal  of 
Homosexuality.  J5(3/4),  41-54. 

By  Sandra  Wolf  Klitzing 


TABLE  OF  CONTENTS  (Continued) 

4.  PHYSICAL  EXERCISE  AS  A  TREATMENT  INTERVENTION  FOR 
ADULTS  IN  AN  INPATIENT  FACILITY  OF  ALCOHOLICS     ...    30 

Review  of  Palmer,  J.,  Vacc,  N.  &  Epstein,  J.  (1988).    Adult 
inpatient  alcoholics:    Physical  exercise  as  a  treatment 
intervention.   Journal  of  Studies  on  Alcohol.  49(5),  418-421. 

By  David  Kremer  and  Joseph  D.  Teaff 

5.  THE  RELATIONSHIP  BETWEEN  PERSONAL  ASSERSTIVENESS 
AND  SOCIAL  SUPPORT:  IMPLICATIONS  FOR  THERAPEUTIC 
RECREATION  PRACTICE 40 

Review  of  Elliott,  T.R.  &  Gramling,  S.E.  (1990).    Personnel 
assertiveness  and  the  effects  of  social  support  among  college 
students,  Journal  of  Counseling  Psychology,  37(4),  427-436. 

By  Norma  J.  Stumbo 

6.  THE  INTERACTION  BETWEEN  THE  SOCIAL  CLIMATE  OF 
RESIDENTIAL  FACILITIES  FOR  OLDER  ADULTS  AND 
RESIDENTS'  ACTIVITY  LEVELS    53 

Review  of  Timko,  C,  &  Moos,  R.H.  (1991).    A  Typology  of 
social  climates  in  group  residential  facilities  for  older  people. 
Journal  of  Gerontology,  46(3),  S160-S169. 

By  Judith  E.  Voelkl 


INTRODUCTION 


The  purpose  of  Research  Into  Action  is  to  provide  the  profession  of 
therapeutic  recreation  (TR)  with  information  from  current  research 
done  in  fields  related  to  TR  practice.  Contributors  to  Research  Into 
Action  place  an  emphasis  upon  the  application  of  the  research  they 
review  by  formulating  implications  for  TR  practice.  They  explain  the 
research  results  in  a  clear  concise  manner  interpreting  rather  than 
providing  an  in  depth  critique  of  research  methods  and  design. 

As  in  past  volumes,  our  contributors  have  chosen  to  review  research 
articles  which  reflect  the  wide  array  of  concerns  in  both  critical  as  well 
as  community  settings.  The  challenge  of  these  concerns  are  varied  and 
complex.  In  a  number  of  the  articles  issues  arise  related  to  the  need 
for  professionals  in  therapeutic  recreation  to  examine  personal  biases 
and  areas  of  misunderstanding  which  may  limit  the  benefit  of  TR 
programs.  Some  of  the  articles  call  upon  professionals  to  expand  their 
knowledge  of  the  potential  negative  results  of  interventions  and  in  doing 
so,  increase  the  likelihood  of  assuring  appropriate  and  humane  care  for 
all  clients. 

In  this  volume  of  Research  Into  Action  we  have  again  utilized  a  blind 
review  to  assure  the  integrity  of  the  information  provided.  For  this 
process  we  asked  several  therapeutic  recreation  practitioners  and 
educators  to  review  and  evaluate  the  submitted  articles.  We  wish  to 
express  our  appreciation  to  these  reviewers  for  their  expert  assistance 
and  support. 


Mary  A.  Mathieu,  MS.,  CTRS 

Cynthia  Wachter,  MS.,  CTRS 

Judith  E.  Voelkl,  Ph.D. 


QUANTIFYING  PHYSICAL  ACTIVITY  IN  THERAPEUTIC 

RECREATION  TO  DOCUMENT  HEALTH  BENEFITS  OF 

PARTICIPATION 


Jesse  T.  Dixon 

San  Diego  State  University 


Review  and  Application  of: 


Freedson,  P.S.  (1991,  May).  Electronic  motion  sensors  and 
heart  rate  as  measures  of  physical  activity  in  children.  The 
Journal  of  School  Health,  6J_(5),  220-223. 


O'Morrow  and  Reynolds  (1989)  identify  the  need  for  research  efforts  aimed  at 
the  measurement  of  a  patient  or  client  in  recreation  participation.  Physical 
activity  has  been  linked  to  the  concept  of  wellness  and  fitness  for  patients  and 
clients  (Austin,  1991;  Howe-Murphy  &  Charboneau,  1987).  Movement  or 
activity  performed  for  the  sake  of  physical  improvement  is  commonly  referred 
to  as  exercise.  Literature  sources  have  included  exercise  as  a  benefit  of 
therapeutic  recreation  for  special  populations  including  physically  handicapped 
persons,  elderly  patients,  and  overweight  children  (Kennedy,  Smith,  &  Austin, 
1991;  Kraus,  1983;  and  Dixon,  1986).  Leisure  education  programs  may  include 
considerations  for  measuring  improvement  in  a  participant's  level  of  activity  as 
evidence  of  positive  change.  The  documentation  of  fitness  benefits  for  a  patient 
or  client  could  provide  tangible  support  of  therapeutic  recreation  activities  in 
treatment  settings. 

Many  of  the  assessment  tools  available  for  use  in  therapeutic  recreation  settings 
refer  to  physical  activities  and  skills  (Peterson  &  Gunn,  1984).  Recreation 
participation  is  considered  a  reference  for  guiding  program  development  in 
service  settings  with  patients  and  clients.  The  assessment  of  active  and  passive 
recreation  participation  may  be  useful  information  for  a  recreation  professional 
planning  rehabilitation  (Blake,  1991).  Measuring  the  level  of  activity  could 
provide  the  therapeutic  recreation  professional  with  a  basis  for  determining 
positive  changes  in  active  recreation  for  a  patient  or  client. 

This  paper  examines  alternative  methods/devices  for  measuring  levels  of 
physical  activity  demonstrated  by  people.  Therapeutic  recreation  professionals 
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may  want  to  consider  these  devices  in  an  effort  to  be  informed  of  alternatives 
for  measuring  recreation  participation.  Five  devices  are  identified  and  discussed 
in  terms  of  their  application  for  measuring  a  level  of  physical  activity. 

Freedson  (1991)  reviewed  several  mechanical  and  electronic  techniques  for 
monitoring  physical  activity.  Since  the  techniques  were  field  tested  with  adults, 
recommendations  for  monitoring  children  were  also  provided.  Freedson's  article 
limited  the  presentation  to  a  description  and  review  of  devices.  The  article  did 
not  include  a  review  of  programmatic  applications  of  the  devices  to  support 
curricula  or  health  care  services. 

Description  of  the  Study 

Review  of  Measurement  Techniques:    Motion  Sensors 

Pedometer.  The  pedometer  is  a  mechanical  motion  sensor.  The  device  relies 
on  a  tension  lever  arm,  spring,  and  gear  mechanism  to  measure  body 
acceleration  and  deceleration.  Reliability  for  an  individual  unit  is  high,  but 
readings  across  units  vary  due  to  differences  in  spring  tension.  With  children, 
visual  observations  of  physical  activity  quantity  correlate  highly  with  the  use  of 
a  pedometer.  The  pedometer  is  limited  to  a  quantity  of  activity  and  will  not 
specify  the  intensity  of  the  activity.  In  other  words,  a  therapist  could  measure 
the  quantity  of  change  in  the  number  of  recorded  movements  for  the  same 
activity  across  sessions.  The  device,  however,  will  not  indicate  the  degree  and 
duration  of  muscle  contractions. 

Actometer.  The  actometer  quantifies  the  intensity  of  movement.  The  device 
could  be  used  in  conjunction  with  a  pedometer.  Developed  in  1959,  the  unit  is 
similar  to  a  self-winding  wristwatch.  Movement  causes  a  rotor  to  turn.  The 
frequency  of  rotor  turns  indicates  intensity.  It  can  be  worn  on  the  wrist  or  the 
ankle  and  is  rated  high  for  within-unit  and  between-unit  reliability. 

Large  Scale  Integrated  Sensor  (LSI).  The  LSI  is  a  plexiglass  unit  attached  to 
the  arm,  leg,  or  hip.  The  mercury  switch  and  circuitry  counter  are  sensitive  to 
movement  greater  than  three  percent  in  one  plane.  Sixteen  movements  are 
required  to  generate  one  count.  This  measurement  system  would  appear  to  be 
limited  to  a  quantity  of  activity.  To  date,  there  have  been  low  correlations  in 
a  study  using  using  two  day  LSI  measures,  self-report  measures,  and  the  Taylor 
Leisure  Time  Activity  Survey.  In  addition,  moderate  to  low  correlations  were 
reported  for  a  study  using  LSI  and  observations  for  one  hour  periods  of  free 
play. 
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Caltrac  Accelerometer.  Freedson  indicates  that  the  Caltrac  is  the  measurement 
unit  of  choice  over  the  pedometer,  actometer,  and  the  LSI  in  activity  research. 
It  weighs  400  grams  and  is  worn  on  the  nondominant  hip.  The  unit  is  sensitive 
to  vertical  acceleration.  With  activity,  a  ceramic  transducer  twists  and  the  unit 
registers  voltage  output.  The  Caltrac  estimates  caloric  expenditure  and  a 
measure  is  displayed  on  a  liquid  crystal.  The  caloric  expenditure  (kilocalories) 
is  calculated  using  a  basal  metabolic  rate  (BMR)  and  the  total  expenditure  count, 
represented  by  vertical  acceleration.  The  BMR  is  estimated  from  height, 
weight,  gender,  and  age.  The  equation  for  the  BMR  is  based  on  adult  data. 
For  use  with  childern,  the  BMR  is  omitted  and  the  output  is  simply  listed  as 
"counts"  instead  of  kilocalories. 

Modest  correlations  have  been  reported  for  use  of  the  Caltrac  and  visual 
observations.  Extending  the  observation  time  periods  from  1  hour  to  8.9  hours 
slightly  improved  the  associations.  A  high  correlation  was  reported  for  use  of 
the  Caltrac  and  oxygen  use  in  studies  with  adults  and  children.  Other  study 
results  for  Caltrac  counts  with  children  were  reported  for  testing  weekday  and 
weekend  variance  and  videotaped  observations.  The  moderate  correlations  were 
explained  with  the  different  aspects  of  activity.  Note:  The  Caltrac  is  limited  to 
vertical  displacement.  Observations  are  used  to  account  for  upper  limb 
movement  and  whole  body  movement  in  a  horizontal  plane.  For  example, 
recreation  activities  such  as  cycling  or  using  a  merry-go-round  would  not  yield 
measures  as  readily  as  jumping  and  skipping.  Similarly,  wheelchair  roadracing, 
pushing/pulling  weights  in  a  horizontal  plane,  or  rowing  a  boat  could  be  difficult 
to  measure.  The  author  also  reports  that  the  Caltrac  is  not  considered  accurate 
for  reporting  the  caloric  expenditure  of  children. 

Results 

Overall,  the  developing  electronic  technology  has  resulted  in  a  variety  of  devices 
to  measure  physical  activity.  The  studies,  however,  report  moderate 
associations  between  the  techniques.  Freedson  concludes  that  there  is  no  ideal 
technique  at  this  time.  Questions  concerning  the  days  necessary  to  accurately 
reflect  activity  level,  seasonal  effects,  inter-unit  variations,  and  activity 
differences  need  to  be  acknowledged.  Recreation  therapists  would  have  to 
carefully  describe  the  duration  and  nature  of  activity  sessions  to  clarify  the  use 
of  one  of  these  devices.  It  is  appropriate  to  acknowledge  that  monitors  can  fail 
or  be  subject  to  tampering.  Basically,  Freedson  encourages  the  use  of  a  device 
for  objective  monitoring.  The  devices  provide  a  strategy  to  avoid  problems  with 
recall  and  translation  as  part  of  self-report  measures.  If  more  than  one  unit  of 
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the  device  is  used,  the  author  recommends  regular  testing  to  establish  inter-unit 
reliability  and  accuracy.   In  addition,  care  must  be  taken  to  minimize  tampering. 


Implications  and  Applications  for  Therapeutic  Recreation 

Recreation  Participation  and  Objective  Measurement 

Therapeutic  recreation  texts  identify  the  value  of  exercise  within  programmed 
activities  for  patients  or  clients  (Kraus,  1983;  O'Morrow,  1989).  The  objective 
measurement  of  changes  in  levels  of  participation  by  a  patient  or  client  could  be 
useful  to  therapist  in  a  treatment  setting.  A  positive  increase  in  participation 
could  represent  a  fitness  benefit  of  therapeutic  recreation  service. 

The  review  of  techniques  for  monitoring  physical  activity  provides  guidance  for 
the  therapeutic  recreation  professional  seeking  to  gather  data  with  patients  or 
clients.  Particularly  with  children,  the  level  of  activity  would  appear  to  be  more 
available  for  objective  measurement  than  the  actual  caloric  interpretation  of 
energy  expenditure.  The  professional  should  also  note  the  concern  for  reliability 
between  different  units  of  the  same  device. 

Regardless  of  the  device  used,  each  activity  will  yield  a  "count"  influenced  by 
its  movement  characteristics.  Each  count  could  serve  as  a  unit  of  measurement 
when  participation  is  quantified  for  a  particular  activity  session  or  duration  of 
time.  Interpretations  of  data  will  require  a  description  of  the  different  activities 
measured.  Different  count  totals  or  means  may  provide  information  about  the 
demands  of  specific  activities  and  the  preferences  of  the  participant.  More  than 
one  activity  and  several  sessions  should  be  used  to  generate  measures  so  that 
temporal  effects  and  reliability  can  be  considered.  Professionals  should  note  that 
wheelchair  athletic  activities  may  present  poor  circumstances  for  vertical 
acceleration  or  the  use  of  a  hip-worn  device.  Wrist-worn  devices  should  be 
sampled  for  sensitivity,  reliability,  and  validity. 

Expanding  Fitness  to  Include  Lifestyle  and  Motivation 

It  is  interesting  to  note  that  the  fitness  data  for  objective  measurement  in 
physical  activity  is  focused  on  the  quantity  of  activity.  Certainly,  therapeutic 
recreation  professionals  can  provide  programming  which  results  in  increased 
levels  of  activity  for  patients  or  clients.  From  a  narrow  view  of  "fitness",  more 
activity  may  be  objective  improvement  for  patients  and  clients.  However,  from 
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a  perspective  of  lifestyle  (Kraus,  1983),  professionals  may  want  to  measure 
more  than  the  quantity  of  activity  as  a  positive  indication  of  service. 

A  positive  quality  of  life  may  include  some  regularly  scheduled  levels  of  activity 
that  are  balanced  with  a  schedule  of  work.  The  repeated  choice  of  recreation 
participation  within  a  lifestyle  will  be  based  on  the  motivation  of  the  patient  or 
client.  The  knowledge  that  participants  have  about  the  count  value  of 
participation  may  impact  individual  preferences  for  recreation  and  leisure.  The 
count  value  of  participation  may  help  patients  or  clients  to  distinguish  between 
activities  and  the  use  of  unobligated  time.  Leisure  education  could  include  the 
use  of  an  objective  measurement  device  to  expand  the  awareness  of  patient  or 
client  regarding  participation. 

For  example,  professionals  may  want  to  expand  the  orientations  of  their  patients 
or  clients  (Dixon,  1988).  Patients  who  use  avoidance  of  poor  health 
(prevention)  as  their  sole  motivation  for  activity  could  be  introduced  to 
alternative  orientations  for  participation.  One  additional  orientation  could  be  the 
development  of  motor  skills  and  cardiovascular  fitness  (acquisition).  Another 
orientation  could  be  the  use  of  content  influence  for  selecting  activities 
(maintenance).  A  patient  or  client  might  prefer  a  specific  recreation  activity 
based  upon  a  reference  to  the  count  measured  by  an  objective  device.  In 
addition,  the  use  of  an  objective  measure  for  activity  level  may  result  in  a  sense 
of  discovery  for  a  patient  or  client  (serendipity).  It  is  possible  that  a  participant 
may  want  to  experiment  with  new  activities  or  different  emphases  (process  or 
outcome).  Changing  activities  or  the  manner  of  participation  could  result  in  a 
different  activity  count.  Discovering  new  activities  or  styles  of  participation 
could  be  related  to  the  patient  or  client's  desire  to  change  the  level  of  activity. 

Self-report  and  Measurement 

The  use  of  self- report  is  considered  to  be  a  reasonable  strategy  to  generate  other 
data,  even  with  children  (Sallis,  1991).  For  example,  diary  measures  are 
reported  to  have  high  validity.  Self-report  methods  will  not  provide  good  data 
for  determining  the  duration,  frequency,  or  intensity  of  activity.  However,  they 
can  be  appropriate  and  affordable  if  they  are  designed  with  the  participants' 
cognitive  abilities  in  mind. 
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Summary 

The  objective  methods  reviewed  in  this  paper  provide  a  guide  for  isolating  the 
level  of  activity  as  a  factor  in  providing  therapeutic  recreation  service.  There 
is  no  ideal  device  for  measuring  activity  levels  with  patients  or  clients.  There 
are  limitations  concerning  inter-unit  reliability,  the  differences  in  activities,  and 
the  data  translation  for  adults  versus  children.  The  reviewer  encourages 
therapeutic  recreation  professionals  to  look  beyond  the  quantity  of  activity  as  a 
measure  of  service.  Additional  considerations  would  include  the  motivation  of 
patients  or  clients,  the  role  of  recreation  in  their  lifestyles,  and  the  careful  use 
of  self-report  techniques  in  data  collection. 
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During  the  past  20  years,  the  role  of  psychological  factors  in  the  development 
of  cancer  has  received  a  great  deal  of  attention  (Mahaney,  1991).  Exploration 
of  this  relationship  has  resulted  in  the  emergence  of  a  new  area  of  research  in 
cancer  described  as  psychosocial  research.  Psychosocial  research  has  been 
influenced  by  an  interest  in  finding  answers  to  questions  about:  (a)  why  one  of 
two  people  from  the  same  environment  will  develop  a  cancer  while  the  other 
will  not;  (b)  why  two  people  receiving  the  same  type  of  treatment  for  the  same 
type  of  cancer  respond  differently  to  that  treatment  (Locke  &  Colligan,  1986); 
and,  (c)  why  survival  rates  vary  among  a  group  of  individuals  with  the  same 
type  of  cancer  and  prognosis  (Spiegel,  Bloom,  Kraemer,  &  Gottheil,  1989). 
Attempts  to  understand  these  occurrences  have  resulted  in  the  development  of 
a  multifactorial  approach  (Ader,  1981)  to  cancer  research. 

Ader  (1981)  recommends  that  cancer  research  use  a  multi-factorial  approach 
incorporating  a  number  of  psychological  and  sociological  factors  in  the 
examination  of  causality /etiology,  progression,  treatment  response,  and  survival 
to  find  answers  to  questions  like  those  posed  in  the  previous  paragraph.  This 
type  of  research  attempts  to  give  simultaneous  consideration  to  a  variety  of 
factors  that  influence  the  development  and  course  of  cancer.  Among  the  many 
factors  to  be  considered  is  the  interaction  between  the  development/course  of 
cancer  and  psychosocial  variables  like  coping  styles  (Redd  et  al.,  1991; 
Richardson,  Zarnegar,  Bisno,  &  Levine,  1990),  mental/emotional  state,  self- 
image  (Rose,  1990),  social/personal  relationships,  social  interaction,  and  social 
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support  (Broadhead  &  Kaplan,  1991;  Cassileth,  Lusk,  Miller,  Brown,  &  Miller, 
1985;  Fox,  1988;  Spiegel,  Bloom,  &  Yalom,  1981;  Welch-McCaffrey, 
Hoffman,  Leigh,  Loescher,  &  Meyshens,  1989).  House,  Landis,  and  Umberson 
(1988)  support  the  value  of  psychosocial  research  and  suggest  that  the  "idea  of 
'social  support,'  or  something  that  maintains  or  sustains  the  organism  by 
promoting  adaptive  behavior  or  neuroendocrine  responses  in  the  face  of  stress 
or  other  health  hazards,  provides  a  general  ...  theory  of  how  and  why  social 
relationships  should  causally  affect  health"  (p.  540). 

Interest  in  the  relationship  between  psychosocial  factors  and  cancer  has  also 
influenced  the  development  of  cancer  research.  Research  focusing  on  the 
connections  between  psycho-social  factors,  the  central  nervous  system  (CNS), 
and  the  immune  system  relative  to  the  development  of  cancer  and  the 
susceptibility  to  a  recurrence  of  cancer  (Ader,  1981;  Pelletier,  1977)  has  been 
the  key  issue  for  the  American  Cancer  Society  since  1983  (Rhoads,  1984). 
Locke  and  Colligan  (1986)  and  Redd,  et  ah  (1991)  noted  that  prospective  studies 
using  measures  of  personality  to  examine  psychological  makeup  have  been 
conducted  to  determine  the  tendency  of  persons  with  certain  personality  types 
to  develop  a  cancer  during  their  life  time. 

Description  of  the  Studies 

Two  pieces  of  research  provide  the  focus  for  this  review.  Study  I,  a  prospective 
study,  was  conducted  in  1979  and  used  an  experimental  design  to  involve 
patients  with  breast  cancer  in  a  psychosocial  intervention  treatment  program 
(Spiegel,  Bloom,  &  Yalom,  1981).  Study  II  was  a  10  year  follow-up  data 
analysis  to  determine  the  survival  status  of  participants  in  Study  I  (Spiegel, 
Bloom,  Kraemer,  &  Gottheil,  1989). 

Study  I:   The  Experimental  Research 

Eighty-six  women  with  documented  metastatic  carcinoma  of  the  breast  were 
referred  by  their  physicians  and  volunteered  to  participate  in  an  experimental 
intervention  program.  Participants  completed  a  battery  of  psychological  tests  to 
establish  the  baseline  data  for  comparative  purposes  and  were  then  randomly 
assigned  to  a  treatment  or  control  group.  The  battery  of  tests  included:  Health 
Locus  of  Control  (HLC),  Profile  of  Mood  States  (POMS),  Janis-Field  Scale 
(JFS)  (a  self-esteem  measure),  Maladaptive  Coping  Response  Scale  (MCRS), 
Phobias,  and  a  denial  measure. 
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The  experimental  treatment  administered  was  a  psychosocial  intervention 
situation  commonly  referred  to  as  a  support  group.  This  intervention  was 
provided  during  the  year  that  patients  received  medical  oncological  treatment  for 
cancer.  Fifty  (58.2%)  women  were  assigned  to  the  treatment  group  and  36 
(41.8%)  to  the  control  group.  The  sample  size  of  the  treatment  group  was 
larger  than  that  of  the  control  group  to  ensure  adequate  numbers  for  the 
psychosocial  support  groups.  Twelve  patients  (13.96%)  from  the  two  groups 
died  during  the  course  of  the  experiment.  Seventy-four  patients  (84.04%)  were 
alive  at  the  end  of  the  experiment. 

Procedures 

Three  support  groups  (psychosocial  intervention)  met  for  90  minutes  weekly 
during  the  year  that  patients  received  their  routine  medical  treatment.  Each 
group  focused  on  developing  skills  to  cope  with  cancer  by  discussing  feelings 
about  their  illness,  its  effect  on  their  lives,  and  accompanying  physical  problems. 
Participants  in  these  groups  were  taught  a  self-hypnosis  strategy  to  help  with  the 
control  of  pain.  Each  group  was  lead  by  a  psychiatrist,  or  social  worker,  along 
with  a  therapist  in  remission  after  treatment  for  breast  cancer.  Participants  in 
the  control  group  only  received  the  routine  medical  oncological  care  (e.g. 
chemotherapy,  radiation  therapy  or  steriod  treatment). 

The  intent  of  the  support  groups  was  to  minimize  social  isolation  by  fostering 
development  of  strong  relations  among  the  patients.  This  was  achieved  by 
engaging  group  members  in  informal  discussions  about  fears  and  problems  to 
help  them  get  meaning  from  the  experience  for  themselves  and  for  their 
families.  Group  leaders  helped  patients  stay  focused  on  facing  and  grieving 
losses.  Care  was  taken  to  ensure  that  the  program  was  not  thought  to  have  any 
curative  effects. 

Three  assessments  were  conducted  during  the  year  of  the  experiment.  It  appears 
the  researchers  also  used  the  original  battery  of  psychological  tests  as  the 
assessment  instrument  to  measure  changes  in  patients  in  all  groups,  on  a 
quarterly  basis.  Thirty  patients  in  the  experimental  groups  and  24  patients  in  the 
control  group  participated  in  at  least  one  of  the  three  assessments.  The 
following  two  hypotheses  were  tested  using  data  from  the  initial  battery  of  tests 
and  the  three  assessments: 

1 .    Women  with  metastatic  cancer  who  are  involved  in  the  cancer  support 
groups  would  benefit  psychologically  from  the  experience. 
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2.  Treatment  (support  group)  patients  were  expected  to  be  less  anxious,  more 
vigorous,  less  depressed,  less  fearful  and  less  helpless;  to  have  a  higher 
self-esteem  and  a  more  positive  outlook  on  life;  and  to  use  less  denial 
about  their  illness.  (Spiegel,  Bloom,  &  Yalom,  1981,  p.  528) 


Results  of  Study  I 

The  psychological  status  of  each  patient  was  determined  before  the  experiment 
began  by  a  battery  of  six  different  measurement  devices.  Comparisons  between 
scores  on  the  Profile  of  Mood  States,  the  Janis-Field  Scale,  the  Maladaptive 
Coping  Response  Scale,  and  the  denial  measure  from  the  battery  of  test  and 
scores  from  the  assessments  were  made  to  identify  changes  in:  mood  states, 
self-esteem,  coping,  and  denial.    The  results  indicated  the  following: 

Hypothesis  #1.  Findings  from  the  comparison  of  scores  from  the  initial 
measures  and  the  three  assessments  indicated  that  women  in  the  treatment  groups 
did  benefit  psychologically  from  involvement  in  the  psychosocial  intervention. 

Hypothesis  #2.  Results  of  the  examination  of  the  benefits  of  the  group 
experience  on  moods,  self-esteem,  outlook,  and  denial  were  mixed.  However, 
findings  did  indicate  that  statistically  significant  increases  occurred  in  the  total 
mood  score  of  support  groups  participants. 

Statistically  significant  increases  were  also  noted  in  scores  on  measures  of 
tension-anxiety,  vigor,  fatigue,  and  confusion.  Even  though  the  data  suggested 
that  patients  in  the  experimental  group  were  less  depressed  than  those  in  the 
control  group,  the  differences  were  not  statistically  significant.  No  differences 
were  found  in  (a)  the  level  of  self-esteem  or  sense  of  control  for  patients  in 
either  group  and  (b)  the  way  patients  in  either  group  handled  denial.  The 
support  groups,  however,  continued  to  meet  for  one  year  after  the  experiment 
was  concluded.  This  was  viewed  as  a  positive  indication  of  the  value  of,  need 
for,  and  desire  for  this  type  of  intervention  by  the  patients  beyond  the  medical 
treatment  period. 

Study  II:   The  Follow-up  Data  Analysis 

The  follow-up  analyses  were  conducted  to  determine  "the  effect  of 
psychosocial  intervention  on  time  of  survival  of  86  patients  with  metastatic 
breast  cancer"  (Spiegel,  Bloom,  Kraemer,  &  Gottheil,  1989,  p.  888). 
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Procedures 

Rate  of  survival  was  assessed  by  reviewing  death  records  of  the  deceased  and 
by  contacting  survivors.    Data  analyses  were  based  on  the  number  of  months 
that  patients  survived  from:  (a)  study  entry  to  death;  (b)  initial  medical  visit 
to  death;  and,  (c)  first  metastasis  to  death. 

Results  of  Study  II 

At  the  end  of  the  10  year  period,  three  of  the  74  patients  alive  at  the  end  of 
the  experiment  were  still  alive.  Cancer  was  listed  as  an  immediate  or 
secondary  cause  of  death  for  69  of  the  71  deceased  patients.    Of  the  two  who 
did  not  die  as  a  result  of  cancer,  one  had  a  heart  attack  and  the  other 
committed  suicide.    The  results  of  the  follow-up  analysis  were  based  on  the 
following  research  questions: 

Research  Question  #1.    Did  the  psychosocial  treatment  program  affect 
survival?    The  Cox's  proportional  hazard  model  was  used  to  examine  whether 
intervention  affected  survival.    The  researchers  concluded  that  patients  in  the 
intervention/support  groups  lived  twice  as  long  as  those  in  the  control  group. 
The  data  indicated  that  patients  in  the  support  groups  or  psychosocial 
intervention  lived  an  average  of  three  years  while  the  control  group 
participants  lived  an  average  of  1.57  years  after  entering  the  study. 

Research  Question  #2.    What  was  the  influence  of  treatment  assignment  when 
prognosis  was  controlled  for?   The  O'Brien's  logit  rank  procedure  was  used 
to  assess  the  influence  of  treatment  assignment  beyond  the  effect  of 
prognosis.    The  researchers  were  concerned  about  the  influence  of  the 
psychosocial  intervention  treatment  beyond  prognosis  because  of  perceived 
differences  in  the  results  of  the  initial  staging  of  the  disease.    (Staging  is  the 
process  used  to  classify  the  metastasis  and  to  determine  prognosis  and 
treatment  (Thomas,  1977).)   Prognosis  was  assessed  because  it  was  thought 
that  the  health  status  of  patients  in  the  treatment  group  was  better  than  the 
health  status  of  those  in  the  control  group. 

Concerns  for  prognosis  were  ruled  out  as  a  possible  factor  affecting  survival 
rates  because  (a)  all  patients  had  metastatic  disease  when  recruited  and 
assigned  to  groups,  (b)  prognoses  were  not  dramatically  different  for 
members  of  the  control  and  experimental  groups,  and  (c)  initial  staging 
results  did  not  correlate  with  any  of  the  survival  variables.    Significant 
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differences  were  found  in  time  of  survival  from  the  formation  of  experimental 
and  control  groups  to  death,  from  dates  of  metastasis  to  death,  and  from 
staging  to  death  of  patients  in  the  experimental  versus  control  group. 

Research  Question  #3.   Was  there  a  significant  difference  in  survival  and 
treatment  assignment?   The  Log-rank  test  was  used  to  ensure  that  main  effect 
differences  were  significant  although  chances  of  death  or  survival  differed. 
Results  of  the  various  statistical  tests  confirmed  that,  from  study  entry  to 
death,  there  was  a  significant  difference  in  the  survival  time  of  patients  in  the 
experimental  groups  over  those  in  the  control  group.    Researchers  also 
examined  the  data  to  determine  how  long  patients  survived  after  medical 
treatment  ended  because  of  the  high  number  of  patients  to  die  during  the  year 
of  the  experiment.    The  three  types  of  medical  treatments  (androgen 
treatment,  days  of  irradiation,  and  steroid  therapy)  received  by  patients  were 
factored  into  the  analysis  to  determine  whether  type  of  treatment  received 
affected  survival  time.    Again,  the  difference  in  survival  time  between  the 
treatment  and  control  groups  was  significant. 

Implications  and  Applications  for  Therapeutic  Recreation 

The  benefits  of  psychosocial  intervention  for  patients  with  a  cancer  during 
treatment  are  demonstrated  by  the  results  of  both  studies,  by  patients  desire  to 
continue  involvement  beyond  the  experiment,  and  by  the  affect  it  had  on 
length  of  survival.    The  results  of  these  studies  and  the  relatively  new 
research  focus  on  the  relationship  between  psychosocial  factors  and  the 
development,  course,  and  susceptibility  to  cancer,  definitely  indicate  that 
treatment  beyond  the  physiological  manifestation  of  the  disease  is  necessary. 
Clearly  the  patient's  psycho-emotional  makeup  and  social  functioning  also 
need  some  type  of  treatment  or  intervention. 

Therapeutic  recreation  (TR)  services  could  be  incorporated  into  psychosocial 
intervention  programs  for  patients  with  cancer  to  help  them  develop  a  more 
healthy  psychological  state  that  would  aid  their  ability  to  manage  the 
reality (ies)  of  illness  and  the  effects  of  disease  (Haun  cited  in  O' Morrow, 
1976).    In  general,  TR  services  could  be  used  to  assist  with  the  period  of 
psycho-emotional  and  social  adjustment  during  and  after  treatment. 

TR  programs  and  services  can  be  designed  to  facilitate  opportunities  to 
examine  body-image,  developmental  issues  (i.e.  role  definition),  self- 
concept/self  worth  issues  (Hogan,  1991;  Mahon,  1991;  Rose,  1990);  and  to 
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address  issues  about  social  interaction,  social  relationships,  and  social  support 
(Broadhead,  et  al.,  1991;  Hogan,  1991;  Mahon,  1991;  Welch-McCaffrey,  et 
al.,  1989).    The  following  discussion  illustrates  how  a  psychosocial 
intervention/support  group  could  be  incorporated  into  the  TR  service  model. 
The  discussion  includes  a  description  of  each  service  component,  the  goal  of 
intervention,  the  role  of  services  and  the  role  of  the  TR  specialist. 

Rehabilitation  Component 

Psychosocial  intervention  in  this  service  component  will  be  influenced  by  the 
goal(s)  of  medical  care.    Programs  can  be  designed  to  "address  functional 
behavioral  areas  that  are  prerequisite  to,  or  a  necessary  part  of,  leisure 
involvement  and  lifestyle"  (Peterson  &  Gunn,  1984,  p.  16).    The  functional 
behaviors  necessary  for  leisure  and  lifestyle  development  provide  avenues 
through  which  concerns  for  coping;  for  managing  tension,  anxiety,  and 
stress;  and,  for  reducing  the  possibility  of  isolation  can  be  addressed. 

The  goal  here  would  be  to  focus  on  the  relevance  of  leisure  and  recreation  as 
methods  to  develop  and  to  explore  adaptive  behaviors  required  to  reduce 
dependency  during  medical  treatment  (oncological  care)  and  remission. 
Hogan  (1991)  and  Mahon  (1991)  noted  that  the  treatment  process  affects  and 
jeopardizes  social  interaction  and  social  relationships  by  creating  pressure 
between  the  patient  and  those  who  provide  emotional  support  and  physical 
care.    To  intervene,  TR  services  would  need  to  focus  on  issues  relevant  to 
the  affect  that  an  experience  with  cancer  can  have  on  the  social  context  of  an 
individuals  life  and  lifestyle  because  of  the  changes  that  occur. 

The  TR  specialist  could  co-facilitate  the  support  group  during  medical 
treatment  to  incorporate  recreation  and  leisure  into  methods  to  develop  coping 
skills,  reduce  anxiety  and  tension,  and  facilitate  social  interaction  to  reduce 
isolation.   The  co-facilitator  status  would  ensure  that  a  professional  is 
available  to  handle  situations  that  are  beyond  the  expertise  of  the  TR 
specialist  (TRS)  and  that  the  TRS  develops  the  knowledge  base  required  to 
ensure  consistency  during  other  aspects  of  TR  programs  and  services. 

Leisure  Education  Component 

Services  to  address  "the  development  and  acquisition  of  various  leisure- 
related  skills,  attitudes,  and  knowledge"  (Peterson  &  Gunn,  1984,  p.  22)  are 
the  focus  of  the  leisure  education  component.    Programs  and  services  would 
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be  useful  during  and  after  medical  treatment  to  explore  issues  of  competence, 
self  image,  and  personal  development  relative  to  leisure  and  lifestyle. 

The  goal  would  be  to  facilitate  the  definition  or  redefinition  of  recreation  and 
leisure  as  part  of  life  and  lifestyle  for  the  purpose  of  enhancing  chances  of 
having  successful  social  experiences.    TR  services  could  consist  of  leisure 
awareness  and  attitude  sessions  that  would  help  patients  manage  the  demands 
of  daily  living,  during  treatment.    After  treatment  ends,  attention  could  focus 
on  developing  or  redefining  activity  participation  skills.   In  each  case,  the  TR 
specialist  would  assume  the  role  of  leisure  educator  and  facilitator. 

Recreation  Participation  Component 

Programs  in  this  component  of  the  TR  service  model  are  designed  "to 
provide  for  fun,  enjoyment,  and  self  expression",  and  to  provide  "motivation 
to  participate"  (Peterson  &  Gunn,  1984,  p.  45).    Activity  programs  and 
services  could  be  used  to  address  issues  of  self  concept  and  to  foster  a  sense 
of  independence.    The  goal  would  be  to  foster  reintegration  into  social 
experiences  with  significant  others.    These  services  ought  to  be  offered 
during  and  after  medical  treatment  with  the  TR  specialist  serving  as 
facilitator,  planner,  and  organizer  as  warranted.    Efforts  would  emphasize 
independence  by  allowing  participants  to  take  the  lead,  as  much  as  possible, 
in  identifying  things  to  do  and  making  arrangements. 

Summary 

Currently,  "four  in  ten  patients  who  get  cancer  this  year,  will  be  alive  5 
years  after  diagnosis"  (American  Cancer  Society,  1991,  p.  1).    This  fact, 
results  of  psychosocial  research,  and  the  recent  increase  in  requests  for 
psychosocial  support  groups  from  the  American  Cancer  Society  by  survivors 
of  cancer  (M.  Waldroph,  personal  communication,  February  20,  1992), 
seems  to  indicate  a  need  for  this  type  of  intervention.    Since  therapeutic 
recreation  programs  and  services  focus  on  the  psycho-social  aspect  of  the 
patient  (Gunn  &  Peterson,  1978)  as  part  of  intervention,  TR  could  be  offered 
to  individuals  with  a  cancer  or  who  survive  cancer.    The  literature  indicates 
that  quality  of  life  and  lifestyle  issues  may  influence  development  of,  course 
of,  susceptibility  to,  (Redd,  et  al.,  1991;  Hogan,  1991;  Mahon,  1991;  Welch- 
McCaffrey,  1989)  and  recovery  from  the  disease  of  cancer  (Spiegel,  Bloom, 
Kraemer,  &  Gottheil,  1989).    Evidence  that  therapeutic  intervention  which 
deals  with  psycho-emotional  and  social  factors  benefits  health,  supports  the 
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need  for  this  type  of  program  during  and  after  the  medical  treatment  of 
patients  with  cancer. 
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The  national  Acquired  Immunodeficiency  Syndrome  (AIDS)  epidemic  continues. 
In  1988,  Turner  and  Keller  wrote,  "Between  1981  and  1991,  270,000  persons 
are  expected  to  have  been  diagnosed  with  AIDS  in  the  United  States  and 
thousands  more  in  Africa  and  Europe"  (p.  13).  Harris,  Rattner,  and  Sutton 
(1990)  estimated  that  the  number  of  cumulative  United  States'  AIDS  cases  will 
be  in  the  range  of  345,000  to  397,000  by  the  end  of  1991  and  467,000  to 
601,000  by  the  end  of  1992.  These  numbers  are  projected  to  continue  to 
increase  in  the  next  decade.  This  trend  will  in  all  likelihood  persist  until  such 
a  time  that  a  cure  is  found. 

AIDS  no  longer  is  merely  or  primarily  a  "gay  disease."  It  is  estimated  that 
1,500  to  2,000  HIV-infected  children  are  born  in  this  country  each  year  (Center 
for  Disease  Control,  1990a).  Additionally,  AIDS  is  expected  to  be  one  of  five 
leading  causes  of  death  among  15  to  44  year  old  U.S.  women  (Center  for 
Disease  Control,  1990b).  Despite  the  U.S.  Department  of  Health  and  Human 
Services'  attempt  to  educate  the  general  public  about  AIDS,  a  1991  report 
(National  Center  for  Health  Statistics)  demonstrated  that  general  AIDS 
knowledge  had  decreased  slightly  since  1989  and  misperceptions  about  HIV 
transmission  had  remained  consistent.    Misperceptions  about  the  likelihood  of 
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transmission  through  casual  contact  persists  (National  Center  for  Health 
Statistics,  1991).  Additionally,  the  stigma  of  AIDS  and  homosexuality  persists 
(Kurdeck  &  Siesky,  1990;  Larsen,  Serra  &  Long,  1990;  Pleck,  O'Donnell, 
O'Donnell,  &  Snarey,  1988;  Schwanberg,  1990;  St.  Lawrence,  Husfeldt,  Kelly, 
Hood,  &  Smith,  1990).  St.  Lawrence  et  al.  (1990)  suggested  that  the  public 
views  people  with  AIDS  and  gay  persons  with  similar  attitudinal  prejudice. 
Larsen  et  al.  (1990)  reported  that  attitudes  toward  homosexuals  are  the  central 
component  in  attitudes  toward  people  with  AIDS  and  further  noted  that 
"irrational  homophobia  leads  to  further  victimization  of  AIDS  victims"  (p.  1 14). 

As  a  result  of  current  and  projected  trends,  therapeutic  recreation  specialists  may 
expect  to  work  with  increased  numbers  of  people  with  AIDS  in  a  variety  of 
residential  community  settings  (Caroleo,  1988;  Turner  &  Keller,  1988).  Turner 
and  Keller  (1988)  proposed  that  therapeutic  recreation  specialists  identify  and 
examine  their  attitudes  toward  homosexuals  and  persons  with  AIDS  in  order  to 
be  more  effective  in  dealing  with  the  AIDS  epidemic.  Schwanberg  (1990) 
postulated  that  negative  attitudes  about  gay  lifestyles  may  negatively  impact 
patient  care  of  people  with  AIDS.  Although  no  research  has  been  reported 
which  addressed  attitudes  of  therapeutic  recreation  specialists  toward  AIDS  and 
homosexuality,  Pleck  et  al.  (1988)  conducted  such  a  study  with  hospital 
workers.  Examination  of  Pleck  et  al.'s  (1988)  article  will  help  to  identify  the 
attitudes  of  health  care  workers  towards  AIDS  and  homosexuality.  Since 
therapeutic  recreation  specialists  may  be  considered  health  care  workers  in  some 
residential  settings,  results  of  the  Pleck  et  al.  (1988)  study  will  be  analyzed  for 
possible  implications  in  therapeutic  recreation  service  delivery.  The  applications 
section  of  this  review  will  propose  educational  means  to  combat  negative 
attitudes  towards  people  with  AIDS.  In  that  section,  the  positive  impact  that  can 
be  made  by  therapeutic  recreation  specialists  toward  the  quality  of  care  for 
people  with  AIDS  will  also  be  presented. 

Description  of  the  Study 

The  purpose  of  the  Pleck  et  al.  (1988)  exploratory  study  was  to  investigate 
hospital  workers'  attitudes  towards  AIDS  and  patients  with  AIDS 
(AIDS-Phobia);  to  measure  degree  of  contact  with  patients  with  AIDS 
(AIDS-Contact);  and  to  determine  job  related  stress  in  working  with  these 
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patients  (AIDS-Stress).    The  authors  intended  to  test  predictive  models  such 
as  homophobia  as  an  antecedent  of  AIDS-Phobia  and  AIDS-Contact  as  a 
predictor  of  AIDS-Phobia.    Homophobia  was  measured  by  1 1  items  drawn 
from  2  previously  developed  scales  (alpha  =  .863).    Additional  indices  were 
developed  by  the  researchers.    Aids-Phobia  was  measured  by  16  items  (alpha 
=  .764),  Aids-Contact  by  15  items  (alpha  =  .828)  and  AIDS-Stress  by  8 
items  (alpha  =  .658) 

Questionnaires  were  given  to  hospital  workers  in  a  major  AIDS  inpatient-care 
facility.    Both  professional  and  technical  level  employees  were  included  in  the 
study  because  of  their  contact  with  patients  who  have  AIDS  and  because  of 
their  potential  impact  on  patient  care.    The  study's  sample  (N  =  237)  included: 
nurses  (n=  114),  technical  services  providers  such  as  respiratory  and  physical 
therapists  (n  =  44),  house  officers  (n  =  32),  licensed  practical  nurses  and 
aides  (n  =  27),  and  social  workers  (n  =  20).    The  respondents  were 
primarily  female  (75.6%).    Data  were  analyzed  by  percentage  distributions 
for  items  on  each  of  the  3  scales  and  by  multiple  regression  analysis. 

Results 

In  relation  to  AIDS-Phobia,  the  results  demonstrated  that  a  substantial 
number  of  hospital  workers  had  positive  attitudes  towards  patients  with 
AIDS.    For  example,  94.3%  of  the  sample  agreed  that  "AIDS  patients  have 
as  much  right  to  quality  medical  care  as  any  one  else"  and  54.8%  agreed  that 
"working  with  AIDS  patients  can  be  a  rewarding  experience"  (Pleck  et  al., 
p. 45).    A  small  minority  of  the  sample  reported  strongly  negative  attitudes 
towards  patients  with  AIDS.    Examples  of  strong  negative  attitudes  included 
5%  who  agreed  that  "AIDS  is  God's  punishment  for  immorality,"  16%  in 
agreement  that  "AIDS  patients  offend  me  morally,"  (Pleck  et  al.,  p. 45)  and 
19.5%  responded  that  the  growing  number  of  AIDS  cases  made  them  less 
tolerant  about  homosexually. 

A  large  percent  of  the  sample  had  negative  attitudes  towards  AIDS  and 
patients  with  AIDS  but  these  attitudes  did  not  appear  as  vehement  as  the 
strong  negative  attitudes  which  were  previously  discussed.    Examples  of  these 
responses  include:  42%  agreed  that  "A  hospital  worker  should  not  be 


22 


Klitzing:    Homophobia  and  AIDS-Phobia 

required  to  work  with  AIDS  patients;  "  53  %  agreed  that  "AIDS  makes  my 
job  a  high-risk  occupation;"  and,  43.5%  agreed  "If  I  got  AIDS,  I  would 
worry  that  other  people  would  think  I  was  a  homosexual"  (Pleck  et  al., 
p.45).    Additionally,  36.9%  of  the  sample  believed  that  people  with  AIDS 
should  not  be  allowed  to  work  in  public  schools,  74.7%  believed  people  with 
AIDS  should  not  be  allowed  to  handle  food  in  restaurants,  and  59. 1  %  were 
opposed  to  people  who  have  AIDS  working  with  patients  in  hospitals. 

The  results  of  the  AIDS-Contact  Scale  showed  that  over  50%  of  the  sampled 
hospital  workers  "sometimes"  or  "often"  touch  patients  with  AIDS  or  handle 
bedclothes  or  items  that  have  come  in  contact  with  urine,  feces  or  blood. 
Contact  varied  by  job  category  but  the  distribution  was  not  reported  in  the 
article.    In  relation  to  AIDS-Stress,  78.3%  of  the  sample  thought  they  were 
at  some  risk  of  getting  AIDS  because  of  their  job,  48  %  believed  that  working 
with  patients  who  have  AIDS  was  one  of  the  most  stressful  parts  of  their 
jobs,  and  35.5%  reported  some  degree  of  discomfort  in  working  with  patients 
with  AIDS.    Additionally,  respondents  indicated  possessing  varying  degrees 
of  knowledge  that  they  perceived  to  be  sufficient  in  dealing  with  physical 
needs  (38.4%)  or  emotional  needs  (58%)  of  patients  with  AIDS  and  60.3% 
felt  they  did  not  have  sufficient  knowledge  to  deal  with  the  patients'  family 
and  friends. 

Multiple  regression  analyses  were  completed  to  evaluate  predictors  of 
AIDS-Phobia,  AIDS-Contact,  and  AIDS-Stress.    The  results  indicate  that 
AIDS-Phobia  or  negative  attitudes  towards  AIDS  or  patients  with  AIDS  were 
significantly  higher  (p  <  .01)  among  older  staff  (-.17),  hospital  workers  other 
than  those  in  social  service  (-.22),  staff  with  lower  contact  with  patients  who 
have  AIDS  (-.22)  and  staff  with  homophobic  attitudes  (.54).   Thus, 
homophobia  is  the  strongest  predictor  of  AIDS-phobia.   The  significant 
predictors  of  AIDS-Contact  (p.  <  .01)  were  not  working  in  social  services 
(-.48)  and  possessing  negative  attitudes  toward  AIDS  or  AIDS-Phobia  (-.31). 
Those  hospital  workers  with  the  highest  AIDS-Phobia  have  the  least  contact 
with  patients  who  have  AIDS.    Lastly,  technical  workers  and  aides  have 
significantly  (p.  <  .01)  higher  AIDS-Stress  (.18).    The  results  also  indicated 
that  hospital  workers  who  have  low  contact  with  patients  with  AIDS  (-.13)  or 
who  are  AIDS-Phobic  (.48)  also  significantly  (p.  <.01)  demonstrate 
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AIDS-Stress.    These  exploratory  results  seemed  to  support  homophobia  as  a 
predictor  of  AIDS-Phobia,  AIDS-Phobia  as  a  predictor  of  decreased 
AIDS-Contact,  AIDS-Phobia  as  a  predictor  of  increased  AIDS-Stress,  and 
AIDS-Contact  as  a  predictor  of  increased  AIDS-Stress. 

Implications  and  Applications  for  Therapeutic  Recreation 

The  findings  of  Pleck  et  al.'s  (1988)  research  demonstrated  that  health  care 
workers  may  hold  homophobic  and  AIDS-Phobic  attitudes  towards  patients 
with  AIDS.    Of  special  concern  to  therapeutic  recreation  specialists  and  other 
health  care  workers  are  how  these  attitudes  may  adversely  affect  the  quality 
of  care  that  is  provided  to  these  patients.  Additionally,  it  may  be  of  concern 
how  individuals  can  begin  to  eradicate  homophobic  and  AIDS-Phobic 
attitudes  to  improve  quality  services. 

Pleck  et  al.  (1988)  reported  homophobia  as  a  predictor  of  AIDS-Phobia.    It 
appears  that  addressing  homophobic  attitudes  may  be  a  necessary  prerequisite 
to  addressing  AIDS-Phobia.   Therapeutic  recreation  specialists  and  other 
health  care  providers  may  need  to  explore  and  begin  to  understand  gay 
lifestyles.    Attitudinal  change  can  be  initiated  by  positive  exposure  to  gay 
men  and  lesbian  women.    Practitioners  can  attempt  to  identify  the  stereotypes 
that  they  hold  about  gays  and  lesbians  and  how  those  stereotypes  affect  their 
interactions  with  this  group  of  people.    A  concerted  effort  may  be  needed  by 
health  care  providers  to  recognize  similarities  versus  differences  of  people 
who  may  have  alternative  lifestyles.    Practitioners  can  become  consciously 
aware  of  their  homophobic  attitudes  and  develop  a  desire  to  change  these 
attitudes.    Practitioners  who  are  not  homophobic  can  begin  to  educate  those 
staff  who  may  be  homophobic  and  to  role  model  acceptance  of  gays  and 
lesbians  as  valued  members  of  society. 

Educators  may  also  have  roles  to  play  in  combating  homophobia  and  its 
effects.    University  recreation  and  leisure  departments  can  incorporate 
recognition  and  appreciation  of  cultural  diversity,  including  gay  and  lesbian 
subculture,  into  their  curricula.    An  attempt  can  be  made  to  positively  effect 
students'  attitudes  before  they  become  practitioners.    Programs  can  be 
sponsored  or  co-sponsored  with  other  departments  to  bring  gay  or  lesbian 
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performers,  artists  and  speakers  on  campus.    These  programs  can  provide 
exposure  to  a  variety  of  people  so  students  can  begin  to  appreciate  and  value 
diversity  or  perhaps  recognize  and  celebrate  theirs  and  others'  sexuality. 
Educators  themselves  can  role  model  respect  and  appreciation  for  colleagues 
and  students  who  are  gay  or  lesbian.    Examples  using  same  sex  couples  could 
become  as  common  as  examples  using  heterosexual  couples  in  discussion 
groups  or  lectures.    Educators  can  become  conscious  of  terminology  used  to 
describe  people  who  are  gay  and  lesbian  just  as  they  have  become  conscious 
of  using  positive  terminology  in  referring  to  individuals  with  disabilities 
(Dattilo  &  Smith,  1990;  Voelkl,  1990). 

Health  care  providers  and  educators  may  also  need  to  become  more 
knowledgeable  of  general  AIDS  information  and  the  transmission  of  AIDS  to 
decrease  AIDS-Phobia.    Pleck  et  al.  (1988)  found  that  43.5%  worried  that  if 
they  got  AIDS,  other  people  would  think  they  were  homosexual.    This 
finding  is  particularly  surprising  since  75.6%  of  the  respondents  were 
women.    According  to  the  National  Center  for  Health  Statistics  (1991b),  the 
most  common  transmission  for  adult  HIV  cases  include  the  sharing  or  using 
of  tainted  hypodermic  needles,  homosexual  (male  to  male)  or  bisexual 
intercourse,  and  heterosexual  intercourse.    Thus,  a  woman  who  gets  AIDS 
will  have  been  infected  by  means  other  than  incidental  contact  with  a  patient 
who  has  AIDS.    Educational  sessions  at  regional,  state,  and  national 
professional  conferences  focusing  on  AIDS  and  related  issues  can  provide 
facts  to  decrease  irrational  fears  of  disease  transmission.    Sessions  can  also 
explore  the  variety  of  people  who  contact  AIDS  with  special  attention  to 
people  other  than  homosexuals.    In-service  training  in  the  work  place  can 
focus  on  similar  topics  and  serve  the  same  function.   Policy  and  procedure 
manuals  can  be  developed  by  therapeutic  recreation  departments  to  describe 
appropriate  blood  and  body  fluid  precautions  during  recreation  activities  or 
during  contact  with  patients  who  have  AIDS.    Educational  means  can  be  used 
to  decrease  AIDS-Phobia.    According  to  Pleck  et  al.  (1988),  decreased 
AIDS-Phobia  may  then  lead  to  decreased  AIDS-Stress  of  health  care  workers. 

Pleck  et  al.  (1988)  report  that  42%  of  the  survey  respondents  believe  a 
practitioner  should  not  be  required  to  work  with  a  patient  who  has  AIDS. 
Additionally,  approximately  half  of  the  respondents  held  AIDS-Phobic 
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attitudes  toward  individuals  who  are  or  could  be  their  patients.    Further, 
those  health  care  workers  with  the  highest  AIDS-Phobia  tend  to  appear  to 
avoid  or  minimize  their  involvement  with  patients  who  have  AIDS.    Of 
concern  then,  is  the  possible  adverse  affect  these  attitudes  and  behaviors  can 
have  on  the  quality  of  care  that  is  provided  to  patients  with  AIDS. 
Therapeutic  recreation  specialists  cannot  ethically  condone  discriminatory 
practices.    Personal  attitudes  of  health  care  providers  could  be  analyzed, 
eradicated,  or  at  least  kept  in  check  so  quality  services  will  be  provided  to  all 
people,  including  those  with  AIDS.  Therapeutic  recreation  specialists  could 
play  major  roles  in  insuring  that  discrimination  is  not  tolerated. 

Lastly,  the  respondents  in  Pleck  et  al.'s  (1988)  study  indicated  a  lack  of 
perceived  knowledge  to  adequately  deal  with  physical  or  emotional  needs  of 
individuals  with  AIDS,  and  knowledge  to  deal  with  family  or  friends  of  those 
individuals.    Therapeutic  recreation  specialists  can  provide  direction  to  other 
health  care  providers  on  interdisciplinary  treatment  teams  in  addressing  the 
psycho-social,  emotional,  or  physical  needs  of  people  with  AIDS. 
Opportunities  and  programs  may  be  provided  which  enable  individuals  with 
AIDS  to  regain  and  utilize  control  in  one  aspect  of  their  lives,  namely  their 
leisure.    Leisure  may  be  the  one  area  in  which  the  individual  can  feel  a 
heightened  sense  of  identity,  self  worth  and  belonging.    In  an  environment 
and  a  world  where  people  with  AIDS  may  be  stigmatized  by  their  disease 
and/or  lifestyle,  the  therapeutic  recreation  specialist  can  assist  them  through 
the  design  of  therapeutic  recreation  programs  which  combat  the  effect  of 
homophobia,  AIDS-Phobia,  and  the  devastation  of  the  disease  itself. 

Summary 

Pleck  et  al.  (1988)  have  begun  to  address  the  relationship  between 
homophobia  and  AIDS-Phobia.    Homophobia  has  been  reported  to  be  a 
predictor  of  AIDS-Phobia.   AIDS-Phobia  has  been  shown  to  effect 
AIDS-Stress  and  AIDS-Contact  in  hospital  workers.    Therapeutic  recreation 
specialists  may  have  similar  attitudes  as  the  health  care  workers  in  the  study. 
Implications  have  been  made  that  these  attitudes  may  also  adversely  affect  the 
quality  of  care  provided  to  individuals  with  AIDS. 
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According  to  the  Code  of  Ethics  for  the  profession  of  therapeutic  recreation 
(NTRS,  1991),  the  profession  does  not  condone  discrimination  and  seeks  to 
correct  incidences  where  discrimination  does  exist.   The  Code  states,  "No 
person  shall  be  refused  service  because  of  race,  gender,  religion,  social 
status,  ethnic  background,  sexual  orientation,  or  inability  to  pay"  (NTRS, 
1991,  p.  13).  It  appears  that  it  may  be  necessary  for  therapeutic  recreation 
specialists,  as  well  as  other  health  care  providers,  to  combat  homophobic 
attitudes  that  may  interfere  with  provision  of  quality  care  to  individuals  with 
AIDS.    This  article  has  provided  beginning  suggestions  to  remediate 
homophobia.   The  profession  of  therapeutic  recreation  may  wish  to  further 
explore  additional  means  to  fight  homophobia. 

Pleck  et  al.'s  (1988)  exploratory  study  showed  a  connection  between 
homophobia  and  AIDS-Phobia.   AIDS-Phobia  has  been  shown  to  negatively 
impact  both  the  health  care  provider  and  the  patient  with  AIDS  with  whom 
the  provider  may  work.    This  article  has  discussed  the  need  to  educate  health 
care  providers  on  general  knowledge  about  AIDS  as  well  as  how  AIDS  is 
transmitted  in  order  to  decrease  AIDS-Stress.    The  article  also  proposed 
therapeutic  recreation  programs  as  a  means  to  increase  self-esteem  and  self 
identity  of  individuals  with  AIDS.    Through  these  programs,  therapeutic 
recreation  specialists  can  increase  the  quality  of  care  for  people  who  have 
AIDS. 

The  profession  of  therapeutic  recreation  cannot  ethically  accept,  tolerate  or 
perpetuate  homophobia  and  AIDS-Phobia  or  the  effect  these  phobias  may 
have  on  services  for  people  who  have  AIDS.    Through  education  and 
heightened  awareness,  therapeutic  recreation  specialists  can  equip  themselves 
to  combat  phobias  and  to  advocate  for  quality  of  care  for  all  people  with 
AIDS. 
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Alcoholism  is  described  as  a  major  health  problem  which  is  progressive,,  chronic 
and  affects  every  expression  of  the  alcoholic's  life.  The  disease  of  alcoholism 
is  considered  multidimensional  because  of  its  effects  on  the  body,  mind  and 
spirit,  yet  traditional  treatment  is  focused  on  cognitive  therapy,  or  spiritual 
development.  Other  than  a  required  physical  examination  to  determine  health 
status,  the  body  or  physical  well-being  of  the  client  is  often  times  not  considered 
in  treatment.  There  has  been  little  research  on  the  role  of  physical  fitness  as  an 
integral  part  of  the  recovery  process  of  individuals  with  alcoholism. 

This  lack  of  research  on  the  role  of  physical  fitness  and  the  recovery  process  is 
surprising.  According  to  research  in  the  field  of  addiction,  the  individual  with 
alcoholism  exhibits  high  levels  of  depression  (Beck,  Weissman,  &  Kovacs, 
1976;  Brill,  1981;  Weingold,  Lachin,  Bell,  &  Coxe,  1968)  and  anxiety  (Barnes, 
1979;  Belfer,  Shader,  Carroll,  &  Harmatz,  1971;  Cox,  1971)  and  experiences 
low  self-esteem  (Forrest,  1975;  Fox,  1968;  O'Leary  &  Chaney,  1978). 
Investigations  over  the  last  decade  have  found  that  regular  exercise  reduced 
depression  (Blue,  1979;  Brown,  Ramirez,  &  Taub,  1978;  Morgan,  Roberts, 
Brand,  &  Feinerman,  1970),  and  anxiety  (Lion,  1978;  Wilson,  Berger,  &  Bird, 
1981;  Young  &  Ismail,  1976),  and  improved  self-esteem  (Collingwood,  1972; 
Jasnoski,  Holmes,  Solomon,  &  Aguiar,  1981). 
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Studies  of  physical  exercise  and  its  effects  on  clients  of  inpatient  alcohol 
treatment  units  indicate  significant  improvement  in  psychological  and 
physiological  functioning  (Frankel  &  Murphy,  1974;  Tsukue  &  Shohoji,  1981). 
Research  has  demonstrated  that  individuals  with  alcoholism  experience  fitness 
gains  similar  to  individuals  without  alcoholism  (Murphy,  1970).  In  addition  to 
increased  fitness,  the  follow-up  rate  of  abstinence  has  been  shown  to  be  higher 
for  exercisers  (Sinyor,  Brown,  Rostant,  &  Seraganian,  1982). 

These  studies  support  the  hypothesis  that  physical  exercise  has  a  positive  effect 
on  physical  fitness  and  the  psychological  state  of  individuals  with  alcoholism. 
However,  there  is  a  design  weakness  in  all  of  the  above  studies.  The  small 
population  of  an  inpatient  alcohol  treatment  facility  and  the  amount  of  interaction 
between  the  control  group  and  the  experimental  group  may  compromise  internal 
validity.  Also,  only  one  of  the  studies  discussed  followed  the  specific  guidelines 
of  the  College  of  Sports  Medicine  for  designing  effective  individual  exercise 
programs. 

This  article  examines  the  usefulness  of  physical  exercise  as  a  treatment 
intervention  for  depression  and  anxiety  experienced  by  adult  clients  of  an 
inpatient  facility  for  the  treatment  of  alcoholism.  The  goal  of  the  treatment 
intervention  is  to  decrease  depression  and  anxiety  while  increasing  aerobic 
capacity  and  self-concept. 

Description  of  the  Study 

The  study  took  place  at  a  private,  non-profit  hospital  specializing  in  the 
treatment  of  alcoholism.  Treatment  length  was  twenty-eight  days,  and  the 
facility  had  a  maximum  capacity  of  forty-eight  clients. 

Subjects  for  this  study  were  chosen  through  a  randomization  process.  The 
method  of  randomization  is  considered  to  be  an  effective  way  to  ensure  internal 
validity.  However,  the  structure  of  an  inpatient  setting  compromises  this  method 
because  of  the  amount  of  interaction  between  the  control  and  experimental  group 
(exercise  group).  To  ensure  internal  validity  data  was  gathered  from  the  control 
group  before  the  experimental  group.  The  control  group  consisted  of  thirty-five 
consecutively  admitted  patients,  and  the  experimental  group  which  was  not 
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recruited  until  every  member  of  the  control  group  was  discharged,  consisted  of 
thirty-nine  consecutively  admitted  patients. 

The  study  used  a  pre/post  test  design.  Both  groups  were  administered  the  Zung 
Self-Rating  Depression  Scale  (SDS)  (Zung,  1965,  1981);  the  Spielberger  State- 
Trait  Anxiety  Inventory  (STAI)  (Spielberger,  1984);  the  Tennessee  Self-Concept 
Scales  (TSCS)  (Fitts,  1965);  and,  Astrand-Rhyming  bicycle  ergometer  test 
(Astrand  and  Rodahl,  1977).  These  tests  were  given  upon  entering  and  at 
discharge  from  treatment. 

The  exercise  group  participated  in  a  walking  and/or  jogging  program  which  was 
designed  to  meet  the  minimum  requirements  of  frequency  (3-5  days/week), 
intensity  (60-90%  of  maximum  heart  rate)  and  duration  (15-60  minutes  of 
continuous  exercise)  proposed  by  the  American  College  of  Sports  Medicine 
(1980).  The  intensity  level  of  the  exercise  group  was  determined  by  computing 
a  heart  rate  range  of  between  60%  (low  level  training)  to  80%  (high  level 
training)  of  their  estimated  maximum  heart  rate.  The  estimated  maximum  heart 
rate  is  determined  by  subtracting  the  subject's  age  from  a  maximum  heart  rate 
of  220  (Kravitz,  1986).  Each  subject  was  then  given  instructions  on  how  to 
monitor  his  or  her  own  heart  rate  to  ensure  proper  intensity.  Frequency  was 
three  times  a  week  and  duration  began  with  20  minutes  and  increased  to  25-30 
minutes  by  their  discharge  date.  The  exercise  sessions  began  with  10  minutes 
of  warm-up  activities  and  concluded  with  10  minutes  of  cool-down  activities. 

Results 

To  determine  the  effect  of  treatment  (exercise),  the  f  ratio  of  each  dependent 
measure  (STAI  state  anxiety,  STAI  trait  anxiety,  SDS  depression,  TSCS  self- 
concept,  and  Astrand  Rhyming  estimated  V02  maximum)  was  tested  at  an  alpha 
level  such  that  the  sum  of  each  individual  alpha  level  equals  the  sum  of  the 
desired  experiment- wide  alpha  level.  Testing  each  dependent  variable  at  an 
alpha  level  of  .01  ensured  that  the  experiment-wide  level  would  remain  at  .05. 

Posttest  scores  between  the  control  group  and  the  experimental  group  indicated 
significant  differences  on  three  of  the  five  dependent  measures.  Significantly 
different  on  the  posttest  scores  were  state  anxiety  (F=11.83,p<.01)  and  trait 
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anxiety  (F=  12.26,  p<  .01)  as  measured  by  the  STAI,  and  depression  (F  =  8.95, 
p<  .01)  as  measured  by  the  SDS.  Self  concept  differences,  as  measured  by  the 
TSCS  and  the  maximum  oxygen  uptake  as  estimated  by  the  Astrand-Rhyming 
bicycle  ergometer  test,  were  not  significant. 

The  results  of  this  study,  as  well  as  the  studies  cited  in  this  article,  indicate 
decreased  anxiety  and  depression  (Frankel  &  Murphy,  1974;  Whiting,  1981), 
physical  fitness  gains  similar  to  nonalcoholics  (Murphy,  1970;  Tsukue  & 
Shohoji,  1981),  and  higher  follow-up  abstinence  rates  for  exercisers  (Sinyor, 
Brown,  Rostant,  &  Seraganian,  1982).  The  implication  is  that  patients  in 
inpatient  alcohol  treatment  programs  would  benefit  from  physical  exercise 
programs. 

Implications  and  Applications  for  TR  Programming 

Austin's  (1989)  chapter  on  therapeutic  recreation  education  implies  that  in  the 
past  it  was  common  for  therapeutic  recreation  specialists  to  have  a  high  level  of 
knowledge  in  the  area  of  physical  activity.  Today  many  therapeutic  recreation 
students  are  deficient  in  this  area  and  lack  the  necessary  skill  to  apply  physical 
activities  in  a  therapeutic  manner.  "This  is  highly  unfortunate  at  a  time  when 
activities  such  as  weight  training,  conditioning,  running,  walking,  and  aerobic 
dance  are  often  used  in  stress  reduction  programs"  (Austin,  1989,  p.  153). 

The  research  article  by  Palmer  et  al  (1988)  is  important  because  it  recognizes 
and  supports  the  physiological  and  psychological  benefits  of  physical  activity. 
Austin  (1991)  points  out  that  physical  activity  is  a  natural  way  to  reduce  stress 
and  that  "physical  activity  has  long  been  a  popular  program  in  therapeutic 
recreation"  (p.  78).  In  a  study  of  substance  abuse  treatment  facilities  Voss 
(1991)  determined  that  86%  offered  physical  fitness  programs. 

The  inability  to  cope  with  mental  stress  produces  symptoms  of  both  anxiety  and 
depression  inasmuch  as  20  percent  of  the  U.S.  population  (Peterson  &  Bryant 
1991).  Sheridan  (1976)  reported  that  male  and  female  alcoholics,  with  few 
exceptions,  used  alcohol  to  reduce  anxiety  and  to  "lift"  depression.  Neff  and 
Husaini  (1982)  documented  that  alcohol  consumption  affects  the  relationship 
between  life  events  and  the  occurrence  of  depressive  symptoms.    Alcohol 


33 


Kremer  &  Teaff:    Physical  Exercise 

provides  a  variety  of  stimulation  responses  throughout  the  body  and,  when  taken 
in  small  amounts,  the  average  drinker  feels  warm  and  suffused  with  a  sense  of 
well-being  (Milam  &  Ketcham,  1981).  In  the  beginning  stages  of  alcoholism, 
the  alcoholic  experiences  these  same  feelings  of  warmth,  and  associates  a  sense 
of  well-being  with  drinking. 

The  recovering  individual  needs  to  develop  a  lifestyle  that  facilitates  abstinence. 
Individuals  with  alcoholism  avoid  life  events  through  drinking  and  the  lack  of 
appropriate  strategies  to  cope  with  life  stressors  which  leave  these  individuals 
vulnerable  to  relapse.  It  is  often  the  case  that  these  individuals  remain  depressed 
and  anxious  long  after  they  have  stopped  drinking  (Milam  &  Ketcham,  1981), 
and  if  other  coping  strategies  are  not  developed  during  the  recovery  process  the 
alcoholic  will  probably  return  to  drinking  upon  release  from  treatment.  Sheridan 
(1976)  emphasized  that  the  alcoholic  be  familiarized  with  as  many  alternatives 
to  drinking  as  possible.  New  activity  patterns  are  very  important  and 
participation  in  activities  such  as  physical  fitness  programs  may  help  the 
individual  with  alcoholism  to  structure  an  appropriate  leisure  lifestyle. 

Murphy,  Pagano  and  Marlatt  (1986)  studied  the  effects  of  aerobic  exercise  and 
meditation  on  the  lifestyle  of  heavy  drinkers.  The  subjects  reported  feeling 
more  relaxed  and  experienced  an  increased  sense  of  well-being  after  engaging 
in  aerobic  exercise.  Many  of  the  subjects  perceived  the  time  spent  participating 
in  aerobic  exercise  as  their  own  time,  a  "time  out"  from  everyday  pressures. 
The  results  of  the  investigation  demonstrated  that  aerobic  exercise  significantly 
reduced  alcohol  consumption  in  subjects  that  were  not  intrinsically  motivated  to 
alter  their  drinking  habits. 

The  goal  of  all  alcohol  rehabilitation  programs  is  to  interrupt  the  usage  patterns 
of  the  alcoholic  and  facilitate  abstinence  through  treatment.  The  study  by  Sinyor 
et  al.  (1982)  determined  that  individuals  with  alcoholism  participating  in  physical 
exercise  programs  were  capable  of  increasing  levels  of  fitness  and  that 
participation  in  fitness  programs  improves  the  likelihood  of  remaining  abstinent. 
The  effects  of  physical  training  upon  behavior  and  self-attitudes  implies  that 
exercise  programs  which  "increase  physical  fitness  could  function  as  a 
therapeutic  mode  to  rehabilitate  clients"  (Collingwood,  1972,  p.  583). 
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Summary 

"Activities  are  the  primary  vehicle  for  providing  therapeutic  recreation  services" 
(Kunstler,  1985,  p.  180).  The  exercise  and  physical  fitness  studies  discussed  in 
this  article  have  demonstrated  a  positive  effect  on  the  physiological  and 
psychological  functioning  of  the  participants.  The  implication  is  that  therapeutic 
recreation  services  that  include  such  activities  as  walking,  running  and  aerobic 
dance  will  provide  experiences  that  reduce  stress,  contribute  to  health,  and 
significantly  impact  abstinence  in  recovering  individuals. 

"The  notion  of  sound  body,  sound  mind  can  offer  many  implications  for  the 
rehabilitation  and  development  of  more  integrated  and  healthy  behavior" 
(Collingwood,  1972,  p.  585).  The  treatment  programs  developed  by  the 
therapeutic  recreation  specialist  to  address  the  physiological  aspects  of  the 
recovery  process  will  in  turn  affect  the  mind  and  spirit.  "There  is  a  holistic  and 
synergistic  relationship  between  the  physical,  mental  and  spiritual  parts  of  one's 
being"  (McDowell,  1983,  p.  6).  Exercise  and  fitness  programs  must  be 
included  in  comprehensive  treatment  plans  to  create  a  symmetric  process  which 
includes  the  body,  mind  and  spirit. 
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Stress  is  a  fact  of  every  day  life,  but  some  individuals  react  to  stressful 
situations  in  more  positive  ways  than  others.  Numerous  researchers  in 
psychology  and  counseling  psychology  have  studied  the  concept  of  stress  and 
individuals'  reactions  to  stress,  attempting  to  delineate  factors  within  the 
individual  and  within  the  intervention  that  moderate  the  affects  of  stress.  Some 
factors  that  have  been  examined  include  problem-solving  abilities,  coping 
strategies,  locus  of  control,  depression,  anxiety  (Larson,  Piersel,  Imao  &  Allen, 
1990),  approach/avoidance  and  problem/emotion  foci  (Ebata  &  Moos,  1991), 
self-perception  and  self-expression  (Cianni  &  Horan,  1990),  social  support 
(Cohen,  1988;  Cohen  &  Wills,  1985),  among  others. 

One  of  the  more  interesting  factors  that  has  received  considerable  attention  is 
socially  supportive  relationships  and  networks  (Cohen,  1988;  Cohen  &  Wills, 
1985).  The  basic  tenet  is  that  the  extent  and  quality  of  a  person's  social  support 
network  affects  that  individual's  ability  to  handle  stressful  events  in  a  functional, 
positive  manner.  That  is,  social  support  systems  may  not  only  act  as  a  "buffer" 
in  times  of  stress  to  help  moderate  the  frequency,  intensity,  and  duration  of 
stressful  events,  it  may  also  decrease  overall  stress  levels  on  a  regular  and 
continuing  basis.  However,  past  research  has  shown  that  this  logical  correlation 
does  not  always  hold  true  in  reality  (Elliot  &  Gramling,  1990).  At  times,  social 
support  can  be  detrimental  when  others  become  overinvolved,  overprotective, 
or  intrusive.  People  often  make  rude  or  insensitive  remarks,  offer  unsolicited 
advice,  or  try  to  assume  control  of  the  other  person's  situation.   These  factors 
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within  the  social  support  network  may  produce  additional,  unwarranted  stress 
(Elliott  &  Gramling,  1990). 

In  addition,  interpersonal  skills  play  an  important  role  in  mediating  stress  and 
interacting  with  the  social  support  network.  Personal  characteristics,  such  as 
high  self-esteem,  ability  to  ask  for  help,  possessing  a  problem-focused  and 
interactional  approach,  and  personal  assertiveness,  tend  to  provide  a  better  basis 
for  dealing  with  stressful  situations.  Assertiveness,  also  may  enhance  the  ability 
to  effectively  handle  both  positive  and  negative  social  support  networks  (Elliott 
&  Gramling,  1990). 

The  intent  of  the  reviewed  research  was  to  examine  the  relationships  between 
assertiveness,  social  support  and  adjustment  to  stressful  situations.  Two  studies 
"were  conducted  to  (1)  establish  the  impact  of  personal  assertiveness  on  the 
social  support  process,  and  (2)  determine  if  such  effects  are  specific  to  certain 
types  of  social  support  relationships"  (Elliott  &.  Gramling,  1990,  p.  428). 


Description  of  the  Study 

Study  1  involved  141  undergraduate  college  students  (43  men  and  98  women). 
Three  instruments  were  used  to  collect  data  on  the  independent  variables  of 
personal  assertiveness,  social  support  and  stress  levels.  (See  Figure  1  for  a 
depiction  of  the  instruments  and  their  sub-scales,  if  appropriate).  Personal 
assertiveness  was  measured  on  the  Rathus  Assertiveness  Schedule  (RAS;  Rathus, 
1973),  a  30-item  measure  of  global  assertiveness.  With  test-retest  reliabilities 
of  .78  and  split  half  reliabilities  of  .77,  the  instrument  also  has  evidenced 
validity  with  other  self-report  and  observational  measures  of  assertiveness  and 
social  skills  (Becker  &  Heimberg,  1988;  Quillen,  Besing,  &.  Dinning,  1977; 
Rathus,  1973).  Social  support  was  measured  on  the  Social  Provisions  Scale 
(SPS;  Russell  &  Cutrona,  1984).  Based  on  Weiss'  (1974)  typology  of  social 
relationships,  the  SPS  defines  six  types  of  relationships  that  provide  a  sense  of 
attachment  (A),  social  integration  (SI),  reassurance  of  worth  (ROW),  reliable 
alliance  (RA),  guidance  (G),  and  opportunities  for  the  nurturance  and  care  of 
others  (OFN).  The  24-item  scale  contains  six  sub-scales  (based  on  the  six  types 
above)  and  a  total  score.    Reliability  coefficients  have  been  reported  at  .84  to 
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.92  (Russell  &  Cutrona,  1984),  with  alpha  coefficients  on  the  sub-scales  ranging 
from  .64  to  .76,  and  test-retest  over  a  six-month  period  at  .55  (Cutrona,  Russell, 
&  Rose,  1986).  Validity  comparing  the  scale  with  other  self-report  measures 
"have  been  supportive"  (Elliott  &  Gramling,  1990,  p.  428). 

Stress  was  measured  by  the  intensity  score  (HI)  of  the  Hassles  Scale  (Kanner, 
Coyne,  Schaefer,  &  Lazarus,  1981),  which  lists  117  daily  hassles  which  the 
respondent  reacts  to  the  severity  on  a  three-point  scale.  A  total  frequency  of 
hassles  score  can  be  determined  as  well  as  the  intensity  rating.  Test-retest 
reliabilities  showed  .79  for  the  frequency  score  and  .48  for  the  intensity  score 
(Kanner  et  al.,  1981).  Depression,  as  the  dependent  variable  in  this  study,  was 
measured  on  the  Inventory  to  Diagnose  Depression  (IDD;  Zimmerman  & 
Coryell,  1987).  Based  on  the  DSM-III-R,  the  22-item  self-report  instrument  was 
designed  to  measure  symptoms  consistent  with  major  depressive,  endogenous, 
and  melancholia  classifications.  Test-retest  reliabilities  were  reported  at  .98 
over  two  days,  internal  consistency  has  been  reported  at  .92,  and  comparisons 
with  other  depression  measures  have  yielded  correlations  ranging  from  .80  to 
.87  (Zimmerman,  Coryell,  Corenthal,  &  Wilson,  1986;  Zimmerman,  Coryell, 
Wilson,  &  Corenthal,  1986;  Zimmerman  &  Coryell,  1987). 

Study  2  involved  301  undergraduates  (111  men  and  190  women)  under  similar 
conditions  to  the  first  study.  The  independent  variables  remained  the  same  as 
measured  by  the  RAS  (assertiveness),  SPS  (social  support)  and  HI  (hassles 
intensity).  The  dependent  variable  of  depression  or  adjustment  was  measured 
by  the  Beck  Depression  Inventory  (BDI;  Beck,  Ward,  Mendelson,  Mock,  & 
Erbaugh,  1961)  and  the  General  Severity  Index  (GSI;  Derogatis  &  Melisaratos, 
1983).  The  Beck  Depression  Inventory  contains  21  items  and  "is  commonly 
used  in  research  and  clinical  capacities"  (Elliott  &  Gramling,  1990,  p.  431)  so 
the  researchers  did  not  report  reliability  or  validity  indices.  The  General 
Severity  Index  is  a  subscale  within  the  53-item  Brief  Symptom  Inventory  (BSI; 
Derogatis  &  Melisaratos,  1983).  Internal  consistency  coefficients  have  been 
reported  from  .71  to  .85  across  the  nine  subscales  and  test-retest  coefficients 
following  two  weeks  have  ranged  from  .68  to  .91  (Derogatis  &  Melisaratos, 
1983). 
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Figure  1.    Instruments  and  Variables  used  in  Elliott  and  Gramling's 
(1990)  Studies. 


Instrument 

Rathus  Assertiveness  Schedule  (1973) 

Social  Provisions  Scale  (1984) 


Hassles  Scale  (1981) 

Inventory  to  Diagnose  Depression  (1987) 
Beck  Depression  Inventory  (1961) 
Brief  Symptom  Inventory  (1983) 


Variables/Sub-scales 

Global  assertiveness 

Sense  of  Attachment  (A) 
Social  Integration  (SI) 
Reassurance  of  Worth  (ROW) 
Reliable  Alliance  (RA) 
Guidance  (G) 

Opportunities  for  Nurturance 
and  Care  of  Others  (OFN) 

Intensity  of  Hassles  (HI) 
Frequency  of  Hassles  (HF)  (not 
used  in  studies) 

Depression 

Depression 

General  Severity  Index  (GSI) 
(Other  eight  sub-scales  not  used 
in  studies) 


Results 

In  the  first  study,  a  hierarchial  regression  analysis  was  performed  with  the  IDD 
used  as  the  dependent  variable  and  the  HI,  six  sub-scales  of  the  SPS,  and  the 
RAS  serving  as  independent  variables.    Scores  from  measures  of  stress,  total 
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social  support,  assertiveness  and  six  three-way  interaction  terms  (stress  by  each 
of  six  social  support  subscales  by  assertiveness)  were  entered  at  steps  one,  two, 
three  and  four,  respectively. 

Correlations  showed  that  assertiveness  (RAS)  and  social  support  (six  subscales 
of  the  SPS)  had  a  significant  negative  correlation  with  depression  (IDD).  Stress 
level  (HI)  showed  a  strong  positive  correlation  with  depression  (IDD).  Results 
of  the  hierarchial  regression  showed  that  hassles  (HI),  social  support  (six 
subscales  of  the  SPS),  assertiveness  (RAS)  and  their  interaction  combined  for 
a  significant  amount  of  variance  in  the  depression  scores.  When  taken 
incrementally,  only  assertiveness  was  not  significant.  Within  the  interaction 
terms,  the  hassles  intensity  (HI)  x  assertiveness  (RAS)  x  social  integration  (SI) 
was  significant.  Additional  analysis  showed  a  negative  correlation  between 
social  integration  and  depression  increases  as  both  stress  levels  and  assertiveness 
increase. 

The  results  of  the  first  study  showed  that  social  relationships  were  significantly 
predictive  of  lower  depression  scores  for  the  entire  sample.  Assertiveness 
measures  also  were  related  to  lower  scores  on  the  depression  scale.  The 
significant  three-way  interaction  between  hassles  intensity,  social  integration  and 
assertiveness  provided  evidence  that  the  positive  factors  of  relationships 
involving  social  integration  are  moderated  by  a  person's  interpersonal  behavior 
(i.e.,  assertiveness)  under  stress.  "This  finding  suggests  that  in  times  of  stress, 
persons  who  are  more  assertive  are  able  to  gain  more  benefit  from  relationships 
with  people  who  share  their  values  and  interests  than  are  persons  who  are  not 
assertive.  Subsequently,  assertive  persons  may  evidence  fewer  symptoms  of 
depression  when  stressed"  (Elliott  &  Gramling,  1990,  p.  430). 

In  the  second  study,  a  similar  analysis  was  performed,  with  hassles  intensity 
(HI),  social  support  (SPS),  and  assertiveness  (RAS)  as  the  independent  variables. 
The  second  study  involved  a  change  of  the  dependent  variables  to  the  scores 
from  the  BDI  and  the  GSI.  As  in  the  first  study,  scores  from  the  measures  of 
stress,  total  social  support,  assertiveness  and  six  three-way  interaction  terms 
(stress  by  each  of  the  six  social  support  subscales  by  assertiveness)  were  entered 
at  steps  one,  two,  three  and  four,  respectively. 
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Correlations  showed  that  the  subscales  of  the  SPS  had  significant  negative 
correlation  with  the  dependent  variable  measures  (the  BDI  and  the  GSI),  except 
for  Reassurance  of  Worth  (ROW)  which  was  not  correlated  with  either  measure 
and  Guidance  (G)  which  was  not  correlated  to  the  GSI.  The  RAS,  measuring 
assertiveness,  also  had  a  significant  negative  correlation  with  both  measures  of 
the  dependent  variables  and  the  HI,  measuring  hassles  intensity,  was  positively 
correlated  with  both  dependent  measures.  Hassles  intensity,  social  support, 
assertiveness  and  their  interaction  combined  for  a  significant  amount  of  variance 
in  both  dependent  depression  measures.  When  taken  incrementally,  hassles 
intensity,  assertiveness  and  the  six  three-way  interaction  terms  were  significant 
for  both  depression  measures,  and  the  six  subscales  as  a  set  were  significant  for 
the  BDI,  but  not  the  GSI.  Additional  analysis  showed  that  when  stress  levels 
are  high,  a  significant  inverse  relationship  exists  between  social  integration  and 
reassurance  of  worth  with  depression  when  assertiveness  is  high,  and  when 
assertion  is  low,  the  relationship  is  weaker  and  in  the  opposite  direction. 
Similarly,  under  conditions  of  high  stress,  OFN  (opportunities  for  the  nurturance 
and  care  of  others)  was  negatively  correlated  to  general  distress  when  personal 
assertiveness  was  high,  but  positively  related  when  assertiveness  was  low. 

The  results  of  the  second  study  showed  that  assertive  individuals  under  specific 
stress  displayed  more  pronounced  benefits  from  relationships  providing  social 
integration  and  reassurance  of  worth.  Assertive  persons  under  specific  stress 
displayed  fewer  benefits  from  relationships  providing  opportunities  for 
nurturance  and  care  of  others.  However,  persons  under  general  distress  showed 
greater  benefits  from  opportunities  to  nurture  and  care  for  others.  The  results 
confirm  that  differing  kinds  of  social  support  may  have  both  positive  and 
negative  effects  on  the  individual  undergoing  stress. 

To  summarize  the  findings  from  both  studies,  the  following  statements  can  be 
made: 

(1)  Assertiveness  does  complement  the  beneficial  aspects  of  specific  social 
relationships; 

(2)  Social  relationships  characterized  by  common  interests  and  values 
appear  to  be  most  susceptible  to  a  person's  assertion  skills; 
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(3)  Persons  who  are  more  assertive  are  better  able  to  take  advantage  of 
resources  that  relationships  can  provide,  and  thus,  experience  fewer 
depressive  symptoms  when  stressed; 

(4)  Relationships  that  involve  social  integration  (like  interests  and  values) 
are  more  sensitive  to  the  personal  characteristics  of  the  social  support 
receiver; 

(5)  Sense  of  worth  coupled  with  assertion  skills  resulted  in  lower 
depression  scores; 

(6)  Social  integration  and  reassurance  of  worth  may  act  as  a  buffer  from 
depressive  behavior  by  reinforcing  self-esteem  and  countering  social 
isolation;  and 

(7)  Assertive  individuals  under  specific  stress  who  feel  responsible  for 
nurturing  others  may  display  more  depressive  behaviors;  while  the 
same  type  of  individuals  under  general  distress  may  feel  less  depressed 
through  helping  others. 


Implications  and  Applications  for  Therapeutic  Recreation 

Although  the  above  two  studies  seem  rather  complex  in  their  design  and 
analysis,  the  results  hold  several  implications  for  therapeutic  recreation  practice. 
Many  therapeutic  recreation  specialists  can  confirm  that  unmanaged  or  chronic 
stress  can  limit  the  client's  opportunities  for  successful  re-integration  into  the 
community.  For  many  clients,  stress  can  be  overwhelming  to  the  degree  that 
success  of  other  forms  of  treatment  are  minimal  until  the  stress  is  better 
managed  or  under  control.  Stress  reduction  may  need  to  be  the  target  of  initial 
intervention,  after  which  other  leisure-related  forms  of  treatment  and/or 
education  may  take  place.  Many  specialists  would  also  confirm  that  social 
relationships  play  a  large  part  in  the  mediation  of  stress,  while  acknowledging 
that  sometimes,  the  social  relationship  may  either  be  a  hindrance  to  or  the  cause 
of  stress  for  the  client.  The  factor  that  is  often  neglected  is  the  role  the 
individual's  assertiveness  skills  play  in  the  complex  interaction  between  stress, 
social  relationships  and  depression.  The  intent  of  the  following  discussion  is  to 
clarify  these  relationships,  as  gleaned  from  the  reviewed  research,  and  to  draw 
implications  for  increasing  the  systematic  application  of  therapeutic  recreation 
practice. 
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One  of  the  primary  observations  from  this  research  is  the  acknowledgement  that 
social  relationships  (including  those  between  client  and  specialist)  can  be  a 
source  of  stress  for  the  client.  Often,  specialists,  especially  those  at  entry-level, 
try  to  help  a  client  too  much.  The  specialist  may  become  overinvolved  in  trying 
to  "solve"  the  client's  problems,  and  may  be  overprotective  to  the  point  in 
minimizing  the  client's  chances  to  be  independently  successful  at  a  task.  In 
institutional  or  residential  settings,  it  is  often  "easier"  for  the  specialist  to  do  a 
task  (e.g.,  feed  the  client,  arrange  for  transportation  and  tickets,  retrieve  balls 
over  the  fence,  etc.)  than  to  let  the  client  be  self-sufficient.  In  some  cases  this 
may  be  necessary,  but  in  most  it  is  not.  Besides  being  aware  of  their  own 
behavior,  specialists  also  may  need  to  be  aware  of  family  members'  behaviors 
that  limit  the  client's  ability  to  be  independent  and/or  problem-solve.  Any 
behavior  that  reduces  a  client's  chances  for  future  independence  can  be 
frustrating,  stressful  and  detrimental. 

Second,  the  research  provides  evidence  that  assertion  skills  training  may  be 
more  effective  and  have  wider-reaching  consequences  than  other  types  of  social 
interaction  skills  training.  "Assertion  training  has  been  found  to  be  generalizable 
to  a  person's  natural  social  environment.  .  .and  it  is  also  considered  to  be  more 
specific  and  efficacious  than  relationship-oriented  approaches  in  helping  clients 
acquire  effective  interpersonal  skills"  (Elliott  &  Gramling,  1990,  p.  434).  For 
example,  it  may  be  more  beneficial  for  the  client  to  learn  general  assertion  skills 
that  can  be  applied  to  a  variety  of  social  situations  rather  than  specific  social 
skills.  Skills,  such  as  engaging  another  person  in  conversation,  complimenting 
a  person,  and  the  like,  may  come  naturally  once  a  person  is  trained  in  and 
competent  in  assertion  skills.  Perhaps  both  general  assertion  skills  and  specific 
social  skills  are  needed  in  training,  but  it  seems  likely  that  assertion  skills 
constitute  a  "social  skill  umbrella"  under  which  other  specific  skills  may  be 
encompassed.  In  cases  where  treatment  times  and  access  to  clients  are  minimal, 
benefits  from  therapeutic  recreation  services  may  be  maximized  by  focusing  on 
broad-based  skills  that  have  implications  for  future  leisure  involvement. 

Third,  closely  related  to  the  above  concept,  assertive  individuals  are  better  able 
to  take  advantage  of  resources,  such  as  those  found  in  social  relationships,  when 
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depressed  or  stressed.  That  is,  individuals  with  greater  assertion  skills  are  seen 
as  taking  a  proactive  coping  or  problem-solving  style  during  stressful  situations. 

Assertive  individuals  perceive  themselves  as  competent  in  problem-solving 
(Heppner  &  Krauskopf,  1987);  do  not  usually  experience  prolonged  periods  of 
anxiety  and  depression  (Pachman  &  Foy,  1978:  Wolpe,  1958);  have  higher 
levels  of  self-esteem  and  confidence  (Pitcher  &  Meikle,  1980);  and  are  usually 
stress-resi stent  (Matheny,  Aycock,  Pugh,  Curlette,  &  Cannella,  1986). 
Conversely,  people  who  are  depressed  tend  to  be  less  socially  skilled  and  are 
generally  non-assertive  (Lea  &  Paquin,  1981).  The  implication  for  therapeutic 
recreation  practice,  then,  is  that  assertiveness  training  can  be  a  productive  form 
of  treatment  because  the  client  is  more  likely  to  apply  these  skills  in  a  variety 
of  problem  situations  and  is  less  likely  to  become  depressed  when  confronted 
with  stressful  events.  Furthermore,  beyond  assertion  skills,  teaching  the 
accessing  of  resources  seems  important.  While  assertive  individuals  are  more 
likely  to  access  resources,  if  they  are  unfamiliar  with  leisure  resources  (either 
within  the  facility  or  in  the  community),  they  are  still  less  likely  to  utilize  them. 
Therefore,  it  seems  logical  that  assertion  training,  and  resource  acquisition  and 
utilization  training  should  be  complementary  treatment  content.  Again,  the 
relatively  recent  reduction  in  clients'  lengths-of-stay  calls  for  the  provision  of 
services  that  have  the  most  impact  in  the  least  amount  of  contact  time. 
According  to  the  reviewed  research,  assertiveness  skills  training  and  leisure 
resource  information  seem  to  fit  these  two  criteria. 

Fourth,  individuals  should  be  encouraged  to  seek  relationships  in  which  other 
individuals  share  similar  interests  and  values.  Defined  in  the  above  research  as 
"social  integration,"  the  results  indicated  that,  in  these  types  of  relationships, 
individuals  felt  that:  (a)  they  were  more  able  to  be  assertive  (expressing  one's 
thoughts  and  feelings  while  respecting  others'  thoughts  and  feelings);  (b)  they 
were  reassured  of  their  worth;  (c)  there  was  more  sensitivity  to  the  needs  of  the 
support  receiver,  and  (d)  these  relationships  acted  as  a  buffer  to  daily  stressful 
events.  These  findings  might  suggest  that  individuals  want  to  feel  they  are 
receiving  support  from  "like-minded"  individuals,  persons  who  are  not  only 
assertive,  but  also  share  common  bonds  through  interests,  values  and  ways  of 
responding  to  stress.   When  these  types  of  relationships  are  formed,  it  appears 
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they  serve  to  act  as  a  stress-reducing  agent  on  a  continual  basis  as  well  as  during 
times  of  increased  stress.  A  logical  conclusion  for  therapeutic  recreation 
services  would  be  to  aid  clients  in  becoming  "socially  integrated"  through 
networks  with  individuals  with  similar  interests  and  values.  Helping  clients 
clarifiy  their  own  interests  and  values  seems  to  be  a  starting  point  from  which 
other  networking  programs  can  be  developed. 

Fifth,  reassurance  of  worth  seemed  to  be  an  important  variable  in  counteracting 
depression  and  distress.  When  reassurance  of  worth  was  coupled  with  assertion 
skills,  lower  depression  scores  resulted.  When  reassurance  of  worth  was 
coupled  with  social  integration,  a  more  functional  buffer  to  depressive  episodes 
was  created.  While  "social  integration"  partners  may  be  instrumental  in 
reassuring  worth,  it  appears  that  the  specialist  can  also  play  a  key  role. 
Appropriately  reinforcing  the  client  as  a  person  may  be  a  valuable  tool  in 
helping  the  client  through  stressful  events,  and  seems  more  appropriate  than 
overinvolvement,  overprotectiveness  or  intrusion  on  the  part  of  the  specialist. 

Sixth,  while  the  above  implications  focus  on  the  client,  the  results  of  this 
research  also  have  applications  to  the  therapeutic  recreation  specialist.  Stress, 
depression  and  distress  are  not  limited  to  clients.  Specialists  may  also  benefit 
from  utilizing  assertion  skills,  developing  social  integration  networks  that 
reinforce  self-worth,  and  seeking  out  resources  in  times  of  stress.  The  saying 
"physician  heal  thyself"  comes  to  mind  as  a  specialist  who  is  unable  to 
adequately  cope  with  stress  is  less  likely  to  be  able  to  effectively  interact  with 
clients.  Based  on  the  cited  research,  it  appears  that  developing  assertion  skills 
and  supportive  social  networks  are  key  to  dealing  with  stress  in  a  healthy 
manner. 

Summary 

The  reviewed  research  examined  the  relationships  between  stress,  assertiveness 
skills,  social  support,  and  depression  or  distress.  During  two  separate  studies, 
the  researchers  used  several  instruments  to  determine  the  interaction  between 
personal  assertiveness  and  social  support  under  stressful  conditions.  In  brief, 
the  researchers  found  that  assertiveness  skills,  relationships  with  people  holding 
similar  interests  and  values,  and  reassurance  of  worth  were  all  important  factors 
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in  reducing  scores  on  the  depression  scale.  They  reported  that  these  factors  may 
buffer  depressive  behavior  by  reinforcing  self-esteem  and  countering  social 
isolation. 

Several  implications  for  therapeutic  recreation  practice  were  drawn  from  the 
research,  including:  (1)  social  relationships  (including  those  with  a  specialist) 
that  are  overprotective  and/or  overinvolved  may  be  a  source  of  stress;  (2) 
assertion  training  that  is  generalizable  may  be  more  appropriate  than  specific 
social  skills  training;  (3)  resource  acquisition  and  utilization  training  is  important 
so  that  stressed  individuals  can  locate  resources  needed  to  cope  with  the 
situation;  (4)  social  networks  of  individuals  who  share  similar  interests  and 
values  is  important  in  reducing  stress;  (5)  reassurance  of  worth  aids  in  stress 
coping  and  reduction;  and  (6)  therapeutic  recreation  specialists  are  not  exempt 
from  stress  and  may  benefit  from  several  suggestions  for  stress-reduction. 


References 

Beck,  A.T.,  Ward,  C.H.,  Mendelson,  M.,  Mock,  J.,  &  Erbaugh,  J.K.  (1961). 
An  inventory  for  measuring  depression.  Archives  of  General  Psychiatry, 
4,  561-571. 

Becker,  R.E.,  &  Heimberg,  R.  (1988).  Assessment  of  social  skills.  In  A.S. 
Bellack  &  M.  Hersen  (Eds.),  Behavioral  assessment  (pp.  365-395).  New 
York:  Pergamon  Press. 

Cianni,  M.,  &  Horan,  J.J.  (1990).  An  attempt  to  establish  experimental 
construct  validity  of  cognitive  and  behavioral  approaches  to  assertiveness 
training.   Journal  of  Counseling  Psychology,  37(3),  243-247. 

Cohen,  S.  (1988).  Psychosocial  models  of  the  role  of  social  support  in  the 
etiology  of  physical  disease.    Health  Psychology,  7,  269-197. 

Cohen,  S.,  &  Wills,  T.A.  (1985).  Stress,  social  support,  and  the  buffering 
hypothesis.    Psychological  Bulletin,  98,  310-357. 


50 


Stumbo:    Personal  Assertiveness 

Cutrona,  C,  Russell,  D.,  &  Rose,  J.  (1986).  Social  support  and  adaptation  to 
stress  by  the  elderly.    Psychology  and  Aging,  J_,  47-54. 

Derogatis,  L.R.,  &  Melisaratos,  N.  (1983).  The  brief  symptom  inventory:  An 
introductory  report.    Psychological  Medicine,  13.  595-605. 

Ebata,  A.T.,  &  Moos,  R.H.  (1991).  Coping  and  adjustment  in  distressed  and 
healthy  adolescents.  Journal  of  Applied  Developmental  Psychology,  12(1), 
33-54. 

Elliott,  T.R.,  &  Gramling,  S.E.  (1990).  Personal  assertiveness  and  the  effects 
of  social  support  among  college  students,  Journal  of  Counseling  Psychology, 
37(4),  427-436. 

Heppner,  P.P.,  &  Krauskopf,  C.J.  (1987).  An  information-processing  approach 
to  personal  problem-solving.   The  Counseling  Psychologist,  15,  371-447. 

Kanner,  A.,  Coyne,  J.,  Schaefer,  C,  &  Lazarus,  R.  (1981).  Comparison  of 
two  modes  of  stress  measurement:  Daily  hassles  and  uplifts  versus  major 
life  events.    Journal  of  Behavioral  Medicine,  4,  1-39. 

Larson,  L.M.,  Piersel,  W.C.,  Imao,  R.A.K.,  &  Allen,  S.J.  (1990).  Significant 
predictors  of  problem-solving  appraisal.  Journal  of  Counseling  Psychology, 
37(4),  482-490. 

Lea,  G.,  &  Paquin,  M.  (1981).  Assertiveness  and  clinical  depression.  The 
Behavior  Therapist,  4(2),  9-10. 

Matheny,  K.,  Aycock,  D.,  Pugh,  J.,  Curlette,  W.,  &  Cannella,  K.  (1986). 
Stress  coping:  A  qualitative  and  quantitative  synthesis  with  implications  for 
treatment.    The  Counseling  Psychologist,  14,  499-549. 

Pachman,  J.,  &  Foy,  D.  (1978).  A  correlational  investigation  of  anxiety, 
self-esteem,  and  depression:  New  findings  with  behavioral  measures  of 
assertiveness.  Journal  of  Behavioral  Therapy  and  Experimental  Psychiatry, 
9,  97-101. 


51 


Stumbo:    Personal  Assertiveness 

Pitcher,  S.,  &  Meikle,  S.  (1980).  The  topography  of  assertive  behavior  in 
positive  and  negative  situations.   Behavior  Therapy,  11,  532-547. 

Quillen,  J.,  Besing,  S.,  &  Dinning,  D.  (1977).  Standardization  of  the  Rathus 
Assertiveness  Schedule.    Journal  of  Clinical  Psychology,  33,  418-422. 

Rathus,  S.  (1973).  A  30-item  schedule  for  assessing  assertive  behavior. 
Behavior  Therapy,  4,  398-406. 

Russell,  D.,  &  Cutrona,  C.  (1984,  August).  The  provision  of  social 
relationships  and  adaptation  to  stress.  Paper  presented  at  the  meeting  of  the 
American  Psychological  Association,  Toronto,  Canada. 

Weiss,  R.  (1974).  The  provision  of  social  relationships.  In  Z.  Rubin  (Ed.), 
Doing  unto  others  (pp.  17-26).    Englewood  Cliffs,  NJ:  Prentice-Hall. 

Wolpe,  J.  (1958).  Psychotherapy  by  reciprocal  inhibition.  Stanford,  CA: 
Stanford  University  Press. 

Zimmerman,  M.,  &  Coryell,  W.  (1987).  The  inventory  to  diagnose  depression 
(IDD):  A  self-report  scale  to  diagnose  major  depressive  disorder.  Journal 
of  Consulting  and  Clinical  Psychology,  55,  55-59. 

Zimmerman,  M.,  Coryell,  W.,  Corenthal,  C,  &  Wilson,  S.  (1986).  A 
self-report  scale  to  diagnose  major  deprssive  disorder.  Archives  of  General 
Psychiatry,  43,  1076-1081. 

Zimmerman,  M.,  Coryell,  W.,  Wilson,  S.,  Corenthal,  C.  (1986).  Evaluation 
of  symptoms  of  major  depressive  disorder:  Self  report  vs.  clinician  ratings. 
Journal  of  Nervous  and  Mental  Disease,  174,  150-153. 


52 


THE  INTERACTION  BETWEEN  THE  SOCIAL  CLIMATE 

OF  RESIDENTIAL  FACILITIES  FOR  OLDER  ADULTS 

AND  RESIDENTS'  ACTIVITY  LEVELS 


Judith  E.  Voelkl 

University  of  Illinois 


Review  and  Application  of: 

Timko,  C,  &  Moos,  R.  H.  (1991).  A  Typology  of  social 
climates  in  group  residential  facilities  for  older  people. 
Journal  of  Gerontology,  46  (3),  S160-S169. 


The  basic  purpose  of  therapeutic  recreation  is  to  enhance  the  well-being  of 
individuals  with  disabilities.  Regardless  of  the  specifics  of  the  positive  outcome, 
whether  it  be  functional  abilities  (ATRA,  1986;  Austin,  1990;  1991)  or  an 
independent  leisure  lifestyle  (Peterson  &  Gunn,  1984),  the  main  focus  of 
therapeutic  recreation  interventions  has  traditionally  been  on  the  client.  In 
recent  years,  however,  therapeutic  recreation  (TR)  specialists  have  begun  to 
place  more  emphasize  on  how  the  environment  in  which  the  client  resides 
influences  his  or  her  behavior  (Howe-Murphy  &  Charboneau,  1987;  MacNeil 
&  Teague,  1987;  O'Morrow  &  Reynolds,  1989;  Teaff,  1985).  For  instance, 
Howe-Murphy  and  Charboneau  indicate  that  functional  impairments  may  "be 
possessed  by  both  the  individual  and  the  environment"  (p.  9).  Furthermore, 
they  suggest  that  interventions  may  focus  on  the  individual,  the  environment,  or 
the  interaction  between  the  individual  and  the  environment.  It  appears  that  in 
order  to  plan  optimal  interventions  based  on  an  ecological  approach  (i.e.,  the 
person,  the  environment,  and/or  the  person-environment  transactions), 
therapeutic  recreation  specialists  need  to  be  able  to  assess  more  than  the  client's 
functional  and  leisure  abilities.  It  seems  imperative  that  TR  specialists  are  able 
to  understand  the  forces  influencing  the  environment  and  recognize  the  outcomes 
of  transactions  between  the  environment  and  the  individual. 

Background  Literature 

Over  the  past  twenty  years,  numerous  gerontologists  have  examined  the  person- 
environment  transactions  in  residential  facilities  for  oider  adults  (Carp,  1987; 
Kahana,  1974;  Lawton  &  Nahemow,  1973;  Moos  &  Lemke,  1985).    Lawton 
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and  his  associates  have  developed  an  ecological  model  indicating  that  residents' 
positive  affect  and  adaptive  behavior  stem  from  a  slight  discrepancy  between 
individuals'  competence  (i.e.,  activities  of  daily  living,  physical  functioning, 
mental  status,  etc.)  and  environmental  demands  (i.e.,  accessibility,  physical 
layout,  etc.).  Kahana  has  proposed  a  congruence  model,  stressing  the 
importance  of  a  match  or  fit  between  individuals'  psychological  needs  and  the 
environmental  characteristics.  Moos  and  his  associates  suggest  that  a 
comprehensive  model  is  needed  in  order  to  fully  understand  the  interaction 
between  the  environment  and  the  individual  (Lemke  &  Moos,  1986;  Moos  & 
Lemke,  1984,  1985).  Over  the  course  of  the  past  decade,  Moos  and  his 
associates  have  developed  a  model  of  the  interrelated  factors  contributing  to  the 
overall  residential  environments  of  older  adults.  These  factors  include  the 
physical,  social,  and  psychological  aspects  of  the  environment,  along  with  the 
characteristics  of  staff  and  residents.  Moos  and  Lemke  (1985)  view  the 
environment  as  a  dynamic  system  with  each  aspect  or  factor  of  the  environment 
interacting  with  one  another. 

Corresponding  to  their  conceptualization  of  the  environment,  Moos  and  his 
associates  have  developed  the  Multiphasic  Environmental  Assessment  Procedure 
(MEAP;  Moos  &  Lemke,  1984).  The  MEAP  measures  the  following  aspects 
of  the  environment:  (1)  physical  and  architectural  features,  (2)  policy  and 
program  factors,  (3)  aggregate  resident  and  staff  characteristics,  and  (4)  facility 
social  environment.  Administration  of  the  MEAP  has  allowed  this  group  of 
researchers  to  examine  the  inter-relationship  among  the  various  dimensions  of 
the  environment  (Lemke  &  Moos,  1986;  Moos  &  Lemke,  1984,  1985;  Timko 
&  Moos,  1991). 

In  the  present  paper  an  article  by  Timko  and  Moos  (1991)  is  reviewed.  Timko 
and  Moos  chose  to  examine  whether  data  on  the  social  environment  could  be 
grouped  in  such  a  way  that  a  typology  of  social  climates  within  residential 
facilities  would  emerge.  Upon  identifying  a  typology  of  social  climates  of 
residential  facilities  for  older  adults,  they  were  interested  in  examining  whether 
the  climates  were  influenced  by  variables  such  as  resident  characteristics  and 
type  of  facility.  Furthermore,  they  sought  to  examine  how  these  various  social 
climates  may  impact  upon  residents'  activity  level  and  well-being.  Following 
the  review  of  the  study  by  Timko  and  Moos,  a  discussion  on  the  possible 
implications  for  therapeutic  recreation  will  be  presented. 
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Description  of  the  Study 

Purpose 

The  purpose  of  the  reviewed  study  was  to:  (1)  develop  a  typology  of  social 
climates  in  group  residential  facilities  for  older  adults,  (2)  examine  the 
relationship  between  the  social  climate  and  characteristics  of  the  facilities  (i.e., 
level  of  care,  number  of  residents,  type  of  ownership,  resident  characteristics), 
and  (3)  determine  whether  the  social  climate  was  significantly  related  to 
residents'  adaptation  level  (i.e. ,  well-being,  involvement  in  activities,  integration 
into  the  community,  and  use  of  health  resources). 

Method  and  Instrumentation.  The  sample  consisted  of  235  facilities,  including 
121  nursing  homes,  50  residential  care  facilities,  and  64  congregate  apartment 
complexes.  The  facilities  were  assessed  using  the  MEAP  (Moos  &  Lemke, 
1984).  For  the  purposes  of  the  study,  the  authors  utilized  data  from  two  of  the 
subscales  of  the  MEAP,  the  Sheltered  Care  Environment  Scale  (SCES)  was  used 
to  measure  dimensions  of  the  social  environment  and  the  Resident  and  Staff 
Information  Form  (RESIF)  was  used  to  gather  data  on  aggregate  staff  and 
resident  characteristics.  A  Rating  Scale  (RS),  developed  in  conjunction  with  the 
MEAP,  was  also  used  to  gather  data  based  on  an  observer's  judgements  of 
resident  and  staff  functioning. 

The  SCES,  one  of  the  subscales  of  the  MEAP,  provides  data  on  the  facilities' 
social  environment.  The  SCES  contains  63  items  covering  seven  dimensions. 
The  first  two  dimensions,  cohesion  and  conflict,  examine  how  supportive 
residents  are  with  one  another  and  how  helpful  staff  are  to  residents.  The  next 
two  dimensions,  independence  and  self-disclosure,  examine  how  self  sufficient 
and  responsible  residents  are  encouraged  to  be  within  the  social  environment. 
The  last  three  dimensions,  organization,  resident  influence,  and  physical 
comfort,  examine  clarity  of  rules,  importance  of  order  in  the  facility,  degree  to 
which  residents  influence  policy,  and  degree  to  which  the  physical  environment 
provides  comfort,  privacy,  and  satisfaction. 

All  data  on  the  SCES  were  forthcoming  from  residents.  A  mean  of  25  residents 
from  each  of  the  235  facilities  completed  the  SCES.  Each  facility  received  a 
score  for  each  dimension  based  on  "the  mean  percent  of  items  answered  in  the 
scored  direction  by  the  residents  participating  in  the  study"  (  Timko  &  Moos, 
1991,  p.  S162). 
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The  RESIF,  a  subscale  of  the  MEAP,  was  used  to  gather  data  on  residents' 
functional  abilities  and  social  resources.  The  RESIF  and  RS  were  both  used  to 
gather  data  on  resident  adaptation,  including  residents'  rated  well-being, 
involvement  in  facility  activities,  integration  into  the  community,  and  use  of 
health  services.  The  RESIF  gathered  data  from  existing  records  in  the  facility 
or  a  designated  staff  member.  The  RS  was  completed  by  an  observer  employed 
as  part  of  the  research  team. 

Analysis 

A  cluster  analysis  on  the  SCES  data  from  the  235  facilities  was  conducted  to 
group  facilities  according  to  similarities  and  dissimilarities  on  the  dimensions  of 
the  social  environment.  Chi-square  and  ANOVA  were  used  to  examine  whether 
facility  characteristics,  such  as  level  of  care,  number  of  residents,  ownership, 
and  resident  characteristics  (i.e.,  gender,  functional  abilities,  social  resources) 
served  as  determinants  of  social  climate.  Several  ANCOVAs  were  conducted 
to  examine  whether  residents'  adaptation  (i.e.,  well-being,  activity  level, 
community  integration,  and  use  of  health  services)  significantly  differed 
according  to  social  climate,  while  controlling  for  facility  characteristics  (i.e., 
level  of  care,  number  of  residents,  and  ownership). 

Results 

The  cluster  analysis  was  conducted  using  the  standardized  scores  on  the  seven 
dimensions  of  the  SCES.  This  analysis  produced  six  clusters  representing  the 
social  climates  of  residential  facilities.  These  social  climates  were  titled 
Supportive  -  Self  Directed;  Supportive  -  Well  Organized;  Open  Conflict; 
Suppressed  Conflict;  Emergent-Positive;  and  Unresponsive  (distinct 
characteristics  of  each  social  climate  are  described  in  Table  1). 

Significant  relationships  were  found  between  the  type  of  social  climate  and  the 
level  of  care,  the  type  of  social  climate  and  type  of  ownership,  type  of  social 
climate  and  facility  size,  and  several  of  the  aggregate  resident  characteristics  and 
the  type  of  social  climate.  In  terms  of  level  of  care,  a  majority  of  the  nursing 
homes  (87%)  were  found  to  be  fairly  equally  distributed  among  the  climates  of 
Open  Conflict,  Suppressed  Conflict,  Emergent-Positive,  and  Unresponsive. 
Approximately  one  quarter  of  the  residential  care  facilities  were  in  the 
Supportive  -  Well  Organized  climate,  with  the  rest  of  the  facilities  being  equally 
distributed  among  the  remaining  five  climates.  Exactly  one  half  of  the 
apartment  complexes  were  in  the  Supportive- Well  Organized  climate  and 
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relatively  few  of  the  apartment  complexes  were  in  the  Emergent-Positive  or 
Unresponsive  climates. 


Table  1 

Summary  of  Results  From  Cluster  Analysis  Conducted  on  SCES  Scores 

Supportive,  Self-Directed   (34  facilities) 

high:    cohesion,  independence,  organization,  influence,  comfort 
low:      conflict,  self-disclosure 

Supportive,  Well-Organized   (45  facilities) 

high:    cohesion,  independence,  organization,  comfort 
low:     conflict,  self-disclosure,  influence 

Open  Conflict   (52  facilities) 

high:    conflict,  self-disclosure 

low:     cohesion,  independence,  organization,  influence,  comfort 

Suppressed  Conflict   (30  facilities) 

high:    conflict 

low:     cohesion,    independence,    self-disclosure,    organization,    influence, 
comfort 

Emergent-Positive  (42  facilities) 

above  average:    cohesion,  conflict,  self-disclosure,  influence 
average:  independence,  comfort 

Unresponsive  (32  facilities) 

low:         cohesion,  conflict,  independence,  self-disclosure,  influence 
average:    organization,  comfort 
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In  terms  of  the  type  of  ownership,  65  %  of  the  nonprofit  facilities  fell  within  the 
Supportive-Self  Directed  and  Supportive-Well  Organized  climates. 
Approximately  half  (47%)  of  the  for  profit  facilities  were  in  the  Open  Conflict 
and  Suppressed  Conflict  climate;  while  about  half  (48%)  of  the  public  facilities 
were  in  the  Open  Conflict  climate. 

The  number  of  residents  within  a  facility  was  also  found  to  be  significantly 
related  to  the  type  of  social  climate.  Facilities  within  the  Supportive-Self 
Directed  and  Supportive-Well  Organized  climates  had  a  significantly  larger 
number  of  residents  than  the  facilities  in  the  Suppressed  Conflict  and 
Unresponsive  climates. 

While  controlling  for  facility  characteristics  (i.e.,  level  of  care,  number  of 
residents,  and  ownership),  aggregate  resident  characteristics  (i.e.,  functional 
ability,  social  resources,  gender  composition)  were  also  examined  in  relationship 
to  social  climate.  Residents'  functional  ability  was  not  found  to  be  related  to 
social  climate.  However,  social  resources  and  gender  composition  were  both 
found  to  be  significantly  related  to  social  climate.  Residents  in  the  Supportive- 
Self  Directed  were  found  to  have  more  social  resources  than  residents  residing 
in  the  Open  Conflict,  Suppressed  Conflict,  or  Emergent-Positive  climates. 
Analyses  also  indicated  that  there  was  a  higher  proportion  of  female  residents 
residing  in  facilities  with  a  Supportive-Self  Directed  climate  than  the  Open 
Conflict  climate. 

The  last  area  of  analyses  examined  residents'  adaptation  (i.e.,  well-being, 
activity  level,  community  integration,  and  use  of  health  services)  in  relation  to 
the  social  climate,  while  controlling  for  facility  characteristics  (i.e.,  level  of 
care,  number  of  residents,  and  ownership).  All  four  measures  of  residents' 
adaptation  were  found  to  be  significantly  related  to  social  climate.  Facilities 
within  the  Supportive- Well  Organized,  Supportive-Self  Directed,  and  Emergent 
Positive  social  climates  housed  residents  with  significantly  higher  levels  of  well 
being  than  facilities  in  the  Open  Conflict,  Suppressed  Conflict,  and 
Unresponsive  climates.  The  facilities  with  Supportive-Well  Organized  and 
Supportive-Self  Directed  climates  also  housed  residents  who  reported  higher 
levels  of  activity  levels  and  integration  within  the  community  than  the  residents 
residing  in  facilities  with  the  remaining  four  climates  (i.e.,  Open  Conflict, 
Suppressed  Conflict,  Emergent  Positive,  Unresponsive).  Lastly,  the  two 
'Supportive'  climates  reported  that  their  residents  were  significantly  lower  in  use 
of  the  health  services  than  residents  residing  in  facilities  within  the  other  four 
climates. 
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Implications  and  Application  for  Therapeutic  Recreation 

The  findings  of  the  study  by  Timko  and  Moos  (1991)  support  the  notion  that  TR 
specialists  may  find  it  beneficial  to  view  the  social  climate  as  being  dynamic  in 
nature.  The  findings  suggest  that  a  number  of  possible  antecedents,  including 
level  of  care,  ownership,  facility  size,  and  resident  characteristics,  are 
significantly  related  to  social  climate.  Furthermore,  social  climate  was  found 
to  be  related  to  residents'  overall  adaptation  level.  In  particular,  the  social 
climates  Supportive  -  Well  Organized  and  Supportive  -  Self  Directed,  that  were 
both  high  on  the  dimensions  of  cohesion,  independence,  organization,  and 
comfort,  were  found  in  facilities  that  housed  residents  with  positive  levels  of 
well-being,  activity  level,  and  integration  into  the  community.  Based  on  these 
findings  the  following  discussion  will  address  the  need  for  TR  specialists  to 
consider  possible  means  of  assessing  the  social  environment,  dimensions  on 
which  to  focus  when  attempting  to  positively  intervene  in  the  social 
environment,  and  potential  approaches  to  enhancing  the  social  environment. 

Many  TR  specialists  work  in  settings  where  it  may  not  be  feasible  or  time 
efficient  to  systematically  evaluate  the  social  environment  using  the  SCES. 
However,  it  may  be  worthwhile  for  TR  specialists  to  evaluate  the  dimensions  of 
the  social  environment.  A  TR  specialist  interested  in  this  approach  may  begin 
with  the  seven  dimensions  identified  by  Timko  and  Moos  (1991)  and  then  list 
components  of  each  dimension  that  may  be  addressed  within  the  facility.  For 
instance,  for  the  dimension  of  independence  Timko  and  Moos  examine  "how 
much  self-direction  and  responsibility  residents  are  encouraged  to  exercise  and 
how  self-sufficient  they  are  encouraged  to  be  in  their  personal  affairs"  (p.  S162). 
A  TR  specialist  may  write  down  the  ways  in  which  TR  enhances  residents' 
independence  and  possible  impediments  to  residents  perceiving  independence 
(see  Table  2).  The  TR  specialist  may  find  it  helpful  to  periodically  review  this 
dimension  and  continually  evaluate  the  role  therapeutic  recreation  takes  in 
positively  enhancing  residents'  perceived  independence  in  the  social 
environment. 

As  TR  specialists  consider  ways  to  positively  impact  upon  the  social 
environment,  they  should  keep  in  mind  that  numerous  factors  potentially  out  of 
their  control  may  also  influence  the  social  climate  of  the  facility  (i.e.,  type  of 
organization,  size  of  facility,  and  level  of  care).  Furthermore,  TR  specialists 
should  remember  that  even  if  the  TR  program  is  structured  to  enhance  the  social 
environment,  other  programs  within  the  facility  may  not  support  the  notion  of 
a  positive  social  climate. 
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Table  2 
Dimensions  of  the  Social  Environment 


Cohesion 

Do  residents  get  a  lot  of  individual  attention? 

Do  residents  seek  out  other  residents  company? 

Do  staff  remember  to  follow  through  on  promises  made  to  residents? 

Conflict 

Do  residents  ever  start  arguments? 

Are  a  majority  of  residents'  comments  about  the  facility  negative? 

Independence 

Do  residents  sometimes  take  charge  of  activities? 

Do  residents  continue  to  independent  take  care  of  their  personal  affairs?  (i.e., 

making  outside  appointments,  paying  bills,  etc.) 
Do  residents  seek  out  staff  when  an  issue  or  problem  arises? 

Self-Exploration 

Are  personal  problems  openly  talked  about? 

Are  residents  active  in  some  type  of  group  forum  (i.e.,  resident  council)  to 
discuss  personal  and  group  concerns  as  they  relate  to  the  living  environment? 
Do  staff  acknowledge  residents'  personal  concerns? 

Organization 

Are  activities  for  residents  carefully  planned? 

Are  residents  aware  of  the  daily  routine? 

Upon  entering  the  facility  are  residents  informed  of  the  policies  and  procedures? 

Resident  Influence 

Are  suggestions  made  by  the  residents  acted  upon? 
Can  residents  change  things  here  if  they  really  try? 
Do  residents  have  any  say  in  making  the  rules? 

Physical  Comfort 

Can  residents  have  privacy  whenever  they  want? 

Is  the  furniture  here  comfortable  and  homey? 

Adapted  from  Lemke  and  Moos,  1987. 

60 


Voelkl:    Social  Climate  of  Residential  Facilities 

Perhaps,  a  TR  specialist  employed  in  a  residential  facility  for  older  adults  may 
find  it  beneficial  to  introduce  colleagues  (i.e.,  other  health  care  professionals  or 
a  treatment  team)  to  the  concept  of  collectively  evaluating  the  facility's  social 
environment  and  considering  means  of  enhancing  residents'  interactions  with  the 
social  environment.  Each  health  care  provider  may  make  a  unique  contribution 
to  the  various  dimensions  of  the  social  environment. 

It  seems  that  TR  specialists  may  make  their  greatest  contribution  in  terms  of  the 
dimensions  of  independence,  cohesion,  and  resident  influence.  Facilitating  high 
levels  of  independence  falls  in  line  with  fostering  the  positive  social  climate  of 
Supportive  -  Well  Organized  or  Supportive  -  Self  Directed.  Independence  may 
be  fostered  through  facilitating  residents  involvement  in  planning  activities, 
supporting  participation  in  meaningful  life-long  activities,  and  by  allowing 
residents  to  choose  whether  to  participate  in  daily  activities.  Translating  these 
ideas  to  service  indicate  the  need  for  TR  specialists  to:  (1)  complete  assessments 
that  gather  information  on  perceived  meaningfulness  of  activities  rather  than  past 
participation,  (2)  regularly  conduct  activity  planning  meetings,  and  (3)  inform 
residents  of  activities  along  with  the  knowledge  that  participation  is  optional. 

The  provision  of  services  to  foster  independence  seems  to  directly  flow  into 
residents'  perceived  level  of  influence.  By  genuinely  expecting  that  residents 
will  have  a  say  in  planning  activities  and  in  deciding  how  they  will  spend  their 
time  each  day,  residents  may  come  to  perceive  themselves  as  being  able  to 
influence  the  environment  in  which  they  live.  Furthermore,  cohesion  may  be 
enhanced  due  to  residents'  knowledge  that  each  person's  opinion  is  important 
and  that  as  a  group,  residents  can   have  a  positive  influence  one  another. 

Summary 

This  study  found  that  the  dimensions  of  the  social  environment  create  social 
climates  in  residential  facilities  for  older  adults  that  are  related  to  residents' 
levels  of  well-being,  activity  level,  and  integration  into  the  community.  Given 
that  the  purpose  of  TR  is  to  enhance  the  well-being  and  leisure  lifestyle  of 
individuals,  it  seems  imperative  that  TR  specialists  consider  the  interaction  of 
the  environment  and  the  client  when  planning  interventions.  TR  specialists  may 
play  a  key  role  in  evaluating  the  social  environment,  considering  means  of 
enhancing  the  social  environment,  and  implementing  interventions  focused  upon 
the  social  environment. 
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